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Announcing  . . . 

a new  service  for  Physicians  and  Dentists 


Medicredit« 

Available  to 
Physicians  and  Dentists 

Signature  Loans 
or 

Lines  of  Credit 
up  to  $50/000 


j Special  features  of  Medicredit®: 

I • Issued  on  your  signature  only  — no  collateral  other  than  the  assignment  of  life  insurance 
I • Repayment  — as  long  as  5 years 
I • Medicredit  isJike  having  a $50,000  lifetime  credit  card 
I • As  you  pay  it  back,  it  becomes  available  again  for  use 

• Interns  and  residents  can  borrow  up  to  $20,000  with  interest  only  the  first  year 

I • No  pre-payment  penalti^.  You  may  pay  off  your  Medicredit  anytime  you  wish  without  penalty 

• Available  in  all  states  except  Alaska,  Arkansas,  and  Hawcdi 

f • Personal  and  confidential.  At  your  convenience,  an  SPAA  representative  will  make  an  appointment  with  you 


WPAA 

Western  Physicians 
Advisory  Association 

A non-profit  organization  serving  the  financial  needs  of  the  medical  and  dental  professions 

14  Inverness  Drive  East 
Building  Eight-Penthouse  K 
Denver,  Colorado  80112 
(303)  770-2803 
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ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 


Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 

The  manifestation  of  sensitization  to  neomycin  is  j 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 


I 


INDICATIONS;  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  tor  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa:  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 


PRiCAUTIONS:  As  with  other  antibacterial  prepara' 
tions,  prolonged  use  may  result  In  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 


ADVERSE  REACTIONS;  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 


When  using  neomycin-containing  products  to  control 


Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


i 


Editorials 


Rocky 

Mountain 

Medical 

NEW  MEXICO  I I 

WYOMING  Journal 


January/February  1979 

Volume  76  • Number  1 


Organization 
39  Coijorado 
Features 
9 Meetings 

16  Letters  to  the  Editor 

39  Medical  School  Notes 

40  Obituaries 

42  The  Book  Corner 
46  Index  to  Advertisers 


15  "Lets  You  and  Him  Fight” 

15  Gifts  by  Second  Intention 
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Denver,  Colorado  80218 
Telephone  (303)  861-1221 
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V dp  and  Sponsorship:  The  Rocky  Mountain  Medical  Journal  is  owned  by  the 
k Medical  Society  and  is  published  bi-monthly  as  a nonprofit  enterprise  for  the 

• euefit  of  the  organizations  which  jointly  sponsor  it.  It  is  publish^  under  the 
d »fthe  Board  rfTrustees  of  the  Colorado  Medical  Society,  assisted  by  an  Editorial 
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# Medical  Conference  and  those  medical  societies  who  are  represented  on  the 
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Yours  Truly " by  Jobsf — ifs  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  DENVER  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
303/861-2007 


STANFORD  UNIVERSITY  SCHOOL  OF  MEDICINE 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

presents 


THERAPY:  PRINCIPLES  AND 
USE  OF  DRUGS 


JANUARY  22-26,  1979 
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The  objective  of  this  five-day  course  is  to  familiarize  physicians,  and  others  involved  in  clinical  pharmacology,  v\/ith  the 
concepts  of  modern  drug  use.  The  program  includes  an  in-depth  review  of  the  basic  principles  and  the  practical 
aspects  of  drug  action.  The  course  is  intended  to  assist  physicians  in  their  daily  clinical  work.  Tuition  fee  is  $290 
payable  upon  enrollment  and  advance  registration  is  required. 

Morning  lectures  will  review  important  principles  of  chemistry  and  biochemistry  and  will  deal  with  molecular  mecha- 
nisms of  drug  actions;  drug  distribution,  elimination,  and  time  course  of  drug  action;  cyclic  AMP  and  drugs;  toxicity, 
tolerance  and  physical  dependence;  teratogenesis;  mechanisms  of  antibiotic  resistance;  drug  interactions.  Afternoon 
informal  seminars  will  deal  with  topics  pertinent  to  pharmacology  and  review  in  detail  new  developments  in  rapidly 
changing  fields. 


BASIC  SCIENCE  AT  STANFORD  UNIVERSITY 

FOR  CLINICIANS  February  26-march  2,  1979 

This  five-day  multidisciplinary  course  is  a concise  but  comprehensive  review  of  basic  medical  science  designed  to 
meet  the  needs  of  those  clinicians  who  wish  to  expand  their  knowledge  of  molecular  biology.  Early  registration  is 
advised  as  attendance  is  limited.  Tuition  fee  of  $290  is  payable  upon  application  for  enrollment. 

General  lectures  will  cover  a review  of  chemistry  and  physics  for  clinicians,  chemical  bonds  of  biological  importance, 
subatomic  particles,  correlation  of  cell  structure  and  function,  the  structure  and  function  of  proteins,  sugars  and  lipids, 
the  structure  of  nucleic  acids,  DNA  synthesis,  expression  and  organization  of  genetic  information,  regulation  of  gene 
expression,  gene  manipulation,  carbohydrate  and  fat  metabolism,  bioenergetics,  membrane  structure,  the  organization 
and  function  of  the  brain. 

Elective  sessions  will  include  the  evolution  of  proteins,  the  discovery  of  particles  with  charm,  bacterial  antibiotic 
resistance,  structure  and  function  of  heterochromatin,  cellular  and  humoral  mechanisms  of  immunity,  human  evolution, 
mediators  of  inflammation  and  immunity,  mitochondria  and  related  diseases,  nutrition,  association  between  HL-A  and 
various  disease  states,  nerve  growth  factors,  demonstration  of  electric  signalling  by  nerve  cells. 

A faculty  of  18  Stanford  University  biomedical  scientists,  including  three  Nobel  Laureates,  will  take  part  in  the  program. 


BASIC  SCIENCE  AT  DEL  MONTE  LODGE,  PEBBLE  BEACH 

FOR  SURGEONS  1113,  1979 

This  course  provides  an  in-depth  review  of  some  important  changes  in  basic  surgical  science.  Discussions  will  focus 
both  on  basic  principles  and  practical  applications  and  will  cover  body  fuels  and  surgical  nutrition,  receptors  and 
disease,  and  blood  gas  and  acid-base  problems. 

Tuition  fee  is  $125.  Early  application  is  advised. 


CLINICAL  ASPECTS 
OF  HYPERTENSION 

This  one-day  seminar  will  cover  the  hazards  of  hypertension;  office  work-up  of  the  hypertensive  patient;  goals  in 
therapy;  renin,  aldosteron  and  hypertension;  action  of  anti-hypertensive  drugs;  and  office  management  of  hyperten- 
sion. It  is  intended  for  all  physicians  who  deal  with  problems  related  to  hypertension.  Tuition  fee  is  $30  and  advance 
registration  is  required. 

The  Postgraduate  Medical  Education  program  at  Stanford  University  School  of  Medicine  is  fully  accredited  by  the 
Council  on  Medical  Education  of  the  American  Medical  Association  and  approved  for  Category  I Credit  toward  the 
California  Medical  Association’s  Certificate  in  Continuing  Education.  Application  has  been  made  for  AAFP  credit. 

Attendance  certificates  are  provided. 

Director  of  Courses:  Edward  Rubenstein,  M.D.  Early  application  is  advised 


AT  STANFORD  UNIVERSITY 
MARCH  17,  1979 


Clip  and  mail  to 

OFFICE  OF  POSTGRADUATE  MEDICAL  EDUCATION 

Stanford  University  School  of  Medicine,  Room  TC-129,  Stanford,  California  94305  / Telephone  (415)  497-5594 

ENROLL  ME  IN Therapy  ($290  enclosed); Basic  Science  for  Clinicians  ($290  enclosed); 

Basic  Science  for  Surgeons  ($125  enclosed); Hypertension  ($30  enclosed) 

SEND  BROCHURES  ON Therapy: Basic  Science  for  Clinicians; 

Basic  Science  for  Surgeons;  Hypertension 
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ADDRESS  
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VAIL 

CANCER  SEMINAR 

Sponsored  by: 


AMERICAN  CANCER  SOCIETY,  COLORADO  DIVISION,  INC. 

JANUARY  24-26,  1979  vail,  coloi 


■'ADVANCES  IN  EARLY  DETECTION  AND  TREATMENT  OF  FEMALE  GENITAL  CANCERS" 

Guest  Faculty  Includes: 


GILBERT  H.  FLETCHER,  M.D. 

Head,  Department  of  Radiotherapy 
M.  D.  Anderson  Hospital 
Houston,  Texas 

JULIAN  P.  SMITH,  M.D. 

Professor  of  Gynecology  and  Obstetrics 
Director  of  Gynecologic  Oncology 
Wayne  State  University  School  of  Medicine 
Detroit,  Michigan 


E.  STEWART  TAYLOR,  M.D. 

Clinical  Professor  of  Obstetrics  and  Gynecology 
University  of  Colorado  School  of  Medicine 


ORNE,  M.D. 

-Veterans  Administration  Hospital 
essor.  University  of  Colorado  School  of  Mei' 
Colorado 


EDGAR  L.  MAKOWSKI,  M.D. 

Professor  and  Chairman  of  Obstetrics  and  GynecologV^ 
University  of  Colorado  School  of  Medicine 
Denver,  Colorado 


OBERT  H.  FENNELL,  M.D. 

rofessor  and  Vice  Chairman  of  Department  of  Pathology 
iversity  of  Colorado  School  of  Medicine 
nver,  Colorado 

Meetings  will  be  held  in  the  Bighor^l'^JRml^^rThe  K4^0ra  Loage. 

Ten  credit  hours  of  continuing  medi(^^ei^m%n  have  been  granted  in  Category  One  of  the  Physi 
Recognition  Award  of  the  AMA  and  AAfF^..pfesQtjfetecl_  Credit  — good  for  state  renewal.  10  hour> 
credit  have  been  applied  for. 

Emphasis  will  be  placed  on  early  detection  in  office  practice,  new  diagnostic  techniques,  principles  ( 


ing  and  current  modes  of  therapy.  The  conference  will  be  highlighted  with  panel  discussions  an 
presentations  on  the  latest  advances  in  the  management  of  cancers  of  the  vulva,  cervix,  uterus  anc' 
The  first  session  begins  on  Wednesday,  January  24,  at  4:30  p.m.  The  sessions  on  Thursday,  Januif 
and  Friday,  January  26,  are  7:30  - 9:30  a.m.  and  4:30  - 6:30  p.m.  This  allows  adequate  opporturji 
everyone  to  take  advantage  of  Vail’s  famous  winter  sports. 

HOTEL  ACCOMMODATIONS  ARE  AT  A PREMIUM  DURING  THE  PEAK  OF  THE  SKI  SEASON.  RE( 
EARLY.  In  the  event  the  Vail  Village  Inn  reaches  capacity,  every  effort  will  be  made  to  place  atl 
in  other  hotels  or  condominiums  in  Vail  or  close  proximity.  Accommodations  for  longer  periods  an 
parties  can  be  made  available  at  the  Kiandra  Lodge  by  indicating  your  needs  and  sending  your  | 
to  the  Colorado  Division  office  (address  below).  Special  rates  will  not  be  available.  Many  hotels  rej 
one  week  stay  with  a minimum  deposit  of  two  nights  room  rate.  ! 

For  further  information  regarding  this  conference,  please  call  the  American  Cancer  Society  at  303-32(  ‘ 
or  write  to  1809  East  18th  Avenue,  Denver,  Colorado  80218.  ji 

ADVANCE  REGISTRATION  REQUIRED  ^ 

EARLY  REGISTRATION  IS  URGED — Acknowledgment  of  registration  will  be  made  after  October  1,  1978,  at  wh  '' 
the  completed  program  will  be  mailed  to  you.  i 

Mail  Registration  Fee  of  $20  Payable  to  the  American  Cancer  Society,  1809  East  18th  Avenue,  Denver,  Colorado  : 
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MY  SPECIALTY  IS. 


MEETINGS 

Montana  Academy  of  Family  Physicians 

MEDICAL-SKI  CONFERENCE 

January  23-26,  1979 

Big  Mountain,  Whitefish,  Montana 

Contact:  R.D.  Buchanan,  MD,  P.O.  Box  220,  Columbia  Falls, 
Montana  59912. 


American  Cancer  Society,  Colorado  Division 
VAIL  MIDWINTER  CANCER  SEMINAR 
January  24-26,  1979 
Kiandra  Lodge,  Vail,  Colorado 

Credit:  10  hours  AMA  and  AAFP 

Contact:  American  Cancer  Society,  Colorado  Division,  1809 
East  18th  Avenue,  Denver,  Colorado  80218 


New  Mexico  Academy  of  Family  Physicians 

RUIDOSO  MEDICAL  SYMPOSIUM 
January  26-27,  1979 

Inn  of  the  Mountain  Gods,  Mescalero,  New  Mexico 

Credit:  4 hours  CME 


PURGATORY  COLORADO  MEDICAL  SKI  SYMPOSIUM 

March  8-11,  1979 

Ramada  Inn,  Durango,  Colorado 

Credit:  12  hours  credit. 

Contact:  James  A.  Schneider,  MD,  1528  Five  Points  Road, 
SW,  Albuquerque,  New  Mexico  87105. 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

NEW  APPROACHES  TO  CLINICAL  PROBLEMS  IN 
INTERNAL  MEDICINE 

January  28-February  3,  1979 

Wildwood  Inn,  Snowmass,  Colorado 

Credit:  AMA  Category  1.  AAFP  Credit  applied  for. 

•¥••¥•  -if 

PEDIATRIC  AND  NEWBORN  RADIOLOGY  SEMINAR 
February  4-9,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

Credit:  AMA  Category  1 

Y-  JF  ¥ 

MICROSURGERY  AS  APPLIED  TO  REPLANTATION 
February  9-12,  1979 

Brown  Palace  Hotel,  Denver,  Colorado 
Credit:  22  hours  Category  1 AMA 

Y-  ¥ -Y 

5TH  ANNUAL  WINTER  SKIN  SEMINAR 
February  11-16,  1979 
Aspen,  Colorado 

Credit:  AMA  Category  1.  Prescribed  credit  for  AAD. 

* ★ ★ 

ABNORMALITIES  IN  SEXUAL  DIFFERENTIATION 
February  18-23,  1979 
Aspen,  Colorado 

Credit:  AMA  Category  1 

★ ★ * 

RECENT  ADVANCES  IN  HEMATOLOGY-ONCOLOGY 
March  5-9,  1979 
Aspen,  Colorado 

Credit:  Approved  for  AMA  Category  1 


Arizona  Society  of  Pathologists 

SELECTED  HORIZONS  IN  INFECTION  DIAGNOSIS  AND 
LABORATORY  MANAGEMENT 

January  27-28,  1979 

Tucson,  Arizona 

Credit:  7 hours  AMA  Category  1 

Contact:  Mary  Wood,  810  West  Bethany  Home  Road, 
Phoenix,  Arizona  85013. 


PLANNING  OF  CARE  AND  MANAGEMENT  OF  THE  IN- 
JURED PATIENT 

March  29-April  1,  1979 

Brown  Palace  Hotel,  Denver,  Colorado 

Credit:  31  hours  Category  1,  Physician's  Recognition  Award, 
AMA 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 
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American  College  of  Chest  Physicians 

MANAGEMENT  OF  RESPIRATORY  AND  CARDIAC 
FAILURE 

February  5-9,  1979 

South  Seas  Plantation,  Captiva  Island,  Florida 

Credit:  22-V2  hours  AMA  Category  1 
* * * 

INTERNATIONAL  CONFERENCE  ON  TUBERCULOSIS 

March  22-24,  1979 

Royal  Plaza  Hotel,  Orlando,  Florida 

Credit:  15  hours  Category  1 

Contact:  Dale  E.  Braddy,  American  College  of  Chest  Physi- 
cians, 91 1 Busse  Highway,  Park  Ridge,  Illinois  60068 


American  Association  of  Foundations  for  Medical  Care 
INDIVIDUAL  PRACTICE  ASSOCIATION  SEMINARS 
February  8,  1979 

Contact:  American  Association  of  Foundations  for  Medical 
Care,  1900  M Street,  NW,  Washington,  D.C. 


The  Sunday  Symposium  on  Alcoholism 

Proceeding  the  25th  Annual  Family 
Practice  Review 

8:00  am-5:00  pm 

March  11,  1979 
Writer’s  Manor,  Denver 
Registration  Fee:  $50,  Includes  lunch 

Sponsored  by: 

National  Council  on  Alcoholism,  Mile  High  Area 

For  information  contact:  NCA, 

2525  West  Alameda  Avenue,  #214 
Denver,  Colorado  80219 
(303)  934-2101 

Credit:  8 Hours  Category  I AMA 

Co-sponsored  by  CompCare  Corp. 

Ayerst  Laboratories 


Beth  Israel  Hospital 

4TH  ANNUAL  VAIL  FAMILY  PRACTICE  CONFERENCE 
February  10-17,  1979 
The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

2ND  ANNUAL  VAIL  UROLOGY  CONFERENCE 

February  10-17,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1. 

★ ★ * 

5TH  ANNUAL  VAIL  OB/GYN  CONFERENCE 

February  17-24,  1979 
The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

4TH  ANNUAL  VAIL  PSYCHIATRY  CONFERENCE 

February  17-24,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

1ST  ANNUAL  VAIL  EMERGENCY  MEDICINE  /CRITICAL 
CARE  CONFERENCE 

February  17-24,  1979 

Kiandra-Talisman  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

9TH  ANNUAL  ASPEN  RADIOLOGY  CONFERENCE 
February  24  to  March  3,  1979 

Aspen  Institute  for  Humanistic  Studies,  Aspen,  Colorado 

Credit:  AMA  Category  1 

3f.3f.if. 

2ND  ANNUAL  VAIL  CANCER  CONFERENCE 
March  3-10,  1979 
Credit:  AMA  Category  1 

★ ★ ★ 
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1ST  ANNUAL  VAIL  SPORTS  MEDICINE  CONFERENCE 


March  3-10,  1979 

Lion  Square  Lodge,  Vail,  Colorado 

Credit:  AMA  Category  1 

* ★ 

4TH  ANNUAL  VAIL  GENERAL  SURGERY  CONFERENCE 
March  10-17,  1979 
Lion  Square  Lodge,  Vail,  Colorado 
Credit:  AMA  Category  1 

★ ★ ★ 

1ST  ANNUAL  VAIL  GERONTOLOGY  CONFERENCE 
March  10-17,  1979 
The  Mark,  Vail,  Colorado 
Credit:  AMA  Category  1 

3i.3f.if. 

4TH  ANNUAL  VAIL  INTERNAL  MEDICINE  CONFERENCE 

March  17-24,  1979 

The  Mark,  Vail,  Colorado 

Credit:  AMA  Category  1 

*** 

1ST  ANNUAL  VAIL  PEDIATRICS  CONFERENCE 
March  17-24,  1979 
Lion  Square  Lodge,  Vail,  Colorado 
Credit:  AMA  Category  1 

Contact:  Beth  Israel  Hospital  Conference  Program,  P.O.  Box 
11366,  Denver,  Colorado  80211 


American  Academy  of  Dermatology 

PRACTICAL  OFFICE  DERMATOLOGY  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

February  16-18,  1979 

Las  Vegas  Hilton  Hotel,  Las  Vegas,  Nevada 

Credit:  12  hours  Category  1 

Contact:  American  Academy  of  Dermatology,  P.O.  Box  552, 
Evanston,  Illinois  60204 


South  Central  Association  of  Blood  Banks 
21ST  ANNUAL  MEETING 
February  21-23,  1979 

Albuquerque  Inn  and  Convention  Center,  Albuquerque,  New 
Mexico 

; Contact:  Marti  Ginest,  P.O.  Box  4679,  Austin,  Texas  78765 

for  1979 
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New  Mexico  Thoracic  Society 

7TH  ANNUAL  TAOS  LUNG  DISEASE  SYMPOSIUM 

February  23-25,  1979 

Holiday  Inn,  Taos,  New  Mexico 

Credit:  14  hours  Category  4,  14-V2  hours  AAFP 
Contact:  Roy  E.  Moody,  214-216  Truman,  NE,  Albuquerque, 
New  Mexico  87108 

Colorado  Medical  Society 

INTERIM  SESSION 

February  23-25,  1979 

Denver  Hilton,  Denver,  Colorado 


American  College  of  Physicians 

4TH  STANFORD  PALO  ALTO  MEDICAL  RESEARCH 
FOUNDATION 

WINTER  COURSE  IN  INFECTIOUS  DISEASES 
February  27-March  3,  1979 
Sun  Valley,  Idaho 


CLINICAL  ONCOLOGY  FOR  THE  GENERAL  INTERNIST 

February  28-March  2,  1979 

Presbyterian  Medical  Center,  Denver,  Colorado 

Contact:  American  College  of  Physicians,  4200  Pine  Street, 
Philadelphia,  Pennsylvania  19104 


Montana  Obstetrics  and  Gynecology  Society 
ANNUAL  MEETING 
March  1-3,  1979 
Big  Sky,  Montana 

Contact:  John  T.  Browne,  MD,  2837  Fort  Missoula  Road, 
Missoula,  Montana  59801 


Cancer  Center  Division  and  University  of  Arizona  College 
of  Medicine 


Tablets 

Percodsin® 

DESCRIPTION  Each  yellow,  scored  tablet  contains 
4,50  mg,  oxycodone  HCI  (WARNING:  May  be  habit 
forming),  0,38  mg.  oxycodone  terephthalate  (WARN- 
ING: May  be  habit  forming),  224  mg,  aspirin,  160  mg. 
phenacefin,  and  32  mg.  carteine. 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyco- 
done. aspirin,  phenacetin  or  caffeine. 

WARNINGS  Drug  Dependence  Oxycodone  can  pro- 
duce drug  dependence  of  the  morphine  type  and, 
therefore,  has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCODAN",  and  it  should  be  prescribed  and  admin- 
istered with  the  same  degree  of  caution  appropriate  to 
the  use  of  other  oral  narcotic-containing  medications. 
Like  other  narcotic-containing  medications, 
PERCODAN  is  subject  to  the  Federal  Controlled  Sub- 
stances Act. 

Usage  in  ambulatory  patients  Oxycodone  may 
impair  the  mental  and/or  physical  abilities  required  for 
the  performance  of  potentially  hazardous  tasks  such 
as  driving  a car  or  operating  machinery  The  patient 
using  PERCODAN  ' should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS  depres- 
sants (including  alcohol)  concomitantly  with 
PERCODAN"  may  exhibit  an  additive  CNS  depres- 
sion. When  such  combined  therapy  is  contemplated, 
the  dose  of  one  or  both  agents  should  be  reduced. 
Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects 
on  fetal  development.  Therefore,  PERCODAN  " should 
not  be  used  In  pregnant  women  unless,  in  the  judg- 
ment of  the  physician,  the  potential  benefits  outweigh 
the  possible  hazards. 

Usage  in  children  PERCODAN*  should  not  be 
administered  to  children. 

Salicylates  should  be  used  with  caution  in  the  pre- 
sence of  peptic  ulcer  or  coagulation  abnormalities. 
PRECAUTIONS  Head  injury  and  increased  intra- 
cranial pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure.  Further- 
more, narcotics  produce  adverse  reactions  which  may 
obscure  the  clinical  course  of  patients  with  head 
injuries. 

Acute  abdominal  conditions  The  administration  of 
PERCODAN*  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute  ab- 
dominal conditions. 

Special  risk  patients  PERCODAN " should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of  hepat- 
ic or  renal  function,  hypothyroidism.  Addison's  disease, 
and  prostatic  hypertrophy  or  urethral  stricture. 
Phenacetin  has  been  reported  to  damage  the  kidneys 
when  taken  in  excessive  amounts  for  a long  time, 
ADVERSE  REACTIONS  The  most  frequently 
observed  adverse  reactions  include  llght-headedness, 
dizziness,  sedation,  nausea  and  vomiting.  These 
effects  seem  to  be  more  prominent  in  ambulatory  than 
in  nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  The  usual  adult  dose  is  one 
tablet  every  6 hours  as  needed  for  pain, 

DRUG  INTERACTIONS  The  CNS  depressant  effects 
of  PERCODAN " may  be  additive  with  that  of  other 
CNS  depressants.  See  WARNINGS. 

DEA  Order  Form  Required. 


SECOND  INTERNATIONAL  CONFERENCE  ON  THE  AD- 
JUVANT THERAPY  OF  CANCER 

March  28-31,  1979 

Tucson  Convention  Center,  Tucson,  Arizona 

Credit:  23  hours  Category  1 AMA 

Contact:  Cancer  Center  Division,  University  of  Arizona  Col- 
lege of  Medicine,  Tucson,  Arizona  85724 


£ndo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories.  Inc. 
Subsidiary  of  the  DuPont  Company 


(JPp) 


November  1977 
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CONSIDERATIONS  FOR 
ORAL  NARCOTIC  ANALGESIC  USE: 


1. 

DctcnninG  n66cl  What  is  causing  pain?  How  is  it  perceived  by 

you  and  your  patient? 

2. 

Prescribe  2l  rsipid-  Select  a readily-absorbed  oral  agent  that 

acHflO  tflOPnt  usually  acts  within  15  to  30  minutes. 

3. 

Miniinize  Prescribe  in  limited  quantities  for  selected 

potential  risk  patients. 

Schedule  II  classification  means  no  refills,  no 

telephone  Rx.  Patients  with  persistent  pain 

must  return  for  your  evaluation  of  analgesic 
needs. 

4.  Provide  adcqUdtC  Consider  PERCODAN*  because  patients 

rarely  ask  for  increased  dosage. 
PERCODAN®  relief  can  last  up  to  six  hours - 
until  time  for  next  tablet. 


analgesia  with 
minimum  doses 


Effective  relief  of  moderate 
to  moderately  severe  pain 

Tablets 


each  yellow,  scored  tablet  contains:  4.50  mg  oxycodone  HCl 
(WARNING:  may  be  habit  forming).  0.38  mg  oxycodone  terephthalate 
(WARNING:  may  be  habit  forming).  224  mg  aspirin.  160  mg 
phenacetin,  32  mg  caffeine 


PERCODAN*  is  a registered  trademark  of  Endo  Inc. 


Please  see  facing  page  for  Brief  Summary  of  prescribing  information. 


• • 


contains  no  aspirin 


tablets 


Darvocet-N"100  cv 


. Darvon-N'  (propoxyphene  napsytate) 

I.  acetaminophen 


ippr 

Additional  information  available 
to  the  profession  on  request  from 

Eli  Lilly  and  Company 

Indianapolis,  Indiana  46206 

70056S 

Eli  Lilly  and  Company,  Inc. 

Carolina,  Puerto  Rico  00630 

i^.s  the  smallest  kid  in  a tough  grade  school 
class,  one  early  discerned  in  a personal  way  the 
counterproductivity  of  such  peer  challenges  as 
"Let’s  you  and  him  fight!” 

Similarly,  the  Denver  Medical  Society’s  floor 
debate  about  HMO/ 
^‘Lefs  you  and  IPA’s  at  its  annual  bus- 
him  fiffht  ” meeting  brought 

^ ’ into  sharp  focus  the  im- 

posed confrontation  be- 
tween incompatible  consumerist  ideals  of 
"cost-containment”  of  medical  care  delivery  vs. 
its  quality  assurance.  Can  or  should  organized 
medicine  (state  or  local  medical  society)  sponsor 
an  integrating  HMO/IPA  umbrella  when  its 
principle  falls  far  short  of  proved  effectiveness 
while  quality  assurance  and  our  vaunted  pa- 
tient-doctor professionalism  are  seriously  com- 
promised? Or  should  organized  medicine  stand 
aloof  while  the  physician’s  identity  and  al- 
legiance are  splintered  by  a multiplicity  of  de- 
livery modality  affiliations? 

And  (the  debate  continued)  can  the  realities 
of  an  inflation/recession  economy  tolerate  es- 
calating payor  subsidies  of  end-stage  neph- 
rodialysis  or  coronary  by-pass  surgery  for 
symptomatic  relief  of  suffering?  How  far  will  a 
cost-conscious  HMO  permit  its  participating 
physicians  to  expend  pooled  (risked)  funds  to 
assure  optimal  diagnostic  and  therapeutic 
management  of  run-of-the-mill  human  ail- 
ments not  necessarily  newsworthy,  life- 
threatening,  or  computer  categorized? 

More  questions  than  answers  beset  Denver’s 
deliberations.  We  add  some  of  our  own:  In  a 
cost-conscious  climate,  will  the  quality-seeking 
consumer  be  forced  to  pay  additionally  for  an 
elitist  source  of  medical  care  — as  now,  for 
example,  for  elective  cosmetic  surgery?  Will 
Senator  Kennedy  queue  up  for  provided  care  at 
an  HMO  facility  or  will  he  exercise  senatorial 
privilege  for  himself  and  family  at  Bethesda? 


Political  compromises  are  painful  and  un- 
satisfying to  physicians  conditioned  to  seek  ide- 
als of  quality  care.  Even  more  bewildering  to 
them  are  the  inconsistencies  of  asserted  con- 
sumer spokesmen  who  demand  quality  care  for 
themselves  while  insisting  that  cost-contain- 
ment be  applied  to  "those  other  guys”  in  their 
covered  group. 

Perhaps  by  extrapolation  we  can  learn  a sol- 
omonic  solution  to  consumer  ambivalence,  as 
we  watch  to  see  how  environmentalists  induce 
the  individual  motorist  to  demonstrate  sac- 
rifices in  his  driving  autonomy  to  reduce  the 
Brown  Cloud,  before  he  lobbies  for  regulation  of 
"those  other  guys.” 


s 


marting  over  his  escalating  annual  medical 
society  dues  bill,  a colleague  has  withdrawn 
from  all  three  levels  of  organized  medicine.  Os- 
tensibly, he  is  distressed  to  note  that  at  all  three 
levels  (county,  state,  and  AMA)  portions  of  his 

dues  money  have  been 


Gifts  by  second 
intention 


allocated  as  seed  money 
in  support  of  other  ad- 
mittedly worthwhile 
organizations  — some 
of  which  solicit  him  separately. 

We  think  he  is  overreacting  and  lacks  confi- 
dence in  his  elected  Trustees,  but  have  asked  for 
policy  statements  from  the  several  Boards.  It 
seems  clear  that  governing  Boards  and  officers 
must  have  reasonable  flexibility  in  nourishing 
worthwhile  causes  and  pivotal  efforts  in  the 
cause  of  medicine.  And  while  proposals  and  re- 
quests for  grants  abound,  we’ve  noted  no  in- 
stances of  profligate  gifts  to  "outsiders.”  Quite 
the  contrary,  our  Boards  have  the  aura  of 
penny-pinching  fiscal  conservatives  — at  least 
since  the  AMA  hovered  over  insolvency  a few 
years  back. 
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Perhaps  future  columns  will  reflect  policy 
statements  for  the  reassurance  of  our  departed 
colleague — may  he  see  them  before  his  sub- 
scription runs  out,  and  may  he  even  return  to 
the  fold  to  share  our  dues  paying  burden. 


president-elect  Ray  Witham’s  home 
town  newspaper  at  Craig,  Colorado,  carried 
CMS  president  Bob  Sawyer’s  analysis  of  statis- 
tics relating  to  home  deliveries.  The  Craig Sm- 
pire-Courier  awarded  a generous  4-column 
Doctrine  of  The  headline  on  October  25, 
Original  Sin  - reading:  "Infant’s  mor- 

updated. 


To  The  Editor: 

I have  had  difficulty  deciding  how  to  respond  to  the  July  editorial 
on  disability.  The  main  thrust  of  the  article  is  that  doctors  are  placed 
in  an  uncomfortable  position  when  their  patients  seek  a disability 
judgment.  However,  implicit  in  the  article  is  the  suggestion  that  the 
patient  (employees)  are  trying  to  rip-off  the  system. 

I have  seen  a number  of  individuals  seeking  disability.  Admit- 
tedly, some  are  acting  fraudulently.  I think  this  number  is  very 
small.  Most  injured  employees  are  confused  and  frightened.  They  are 
getting  better,  or  have  reached  a plateau  with  a small  residual  when 
they  apply  for  disability.  Regardless  of  what  the  doctor  tells  them, 
they  are  concerned  (frightened)  that  they  will  have  a recurrence  or 
slip  back  into  a non-functional  state.  This  fear  is  based  on  experi- 
ence. Most  of  the  injuries  for  which  disability  is  sought,  involve  the 
back,  and  occasionally,  the  lung  and  the  cardio-vascular  system.  All 
are  conditions  with  a high  rate  of  recurrence.  Much  of  the  fear  (and 
request  for  disability)  could  be  allayed  if  the  doctor  would  spend 
more  time  in  explaining  the  patient’s  condition  and  the  expected 
course  of  recovery. 

The  doctor  is  placed  in  an  uncomfortable  position.  He  has  a patient 
with  whom  he  has  established  a relationship  that  says  he  wants  to 
help.  If  there  is  any  question  at  all,  he  must  lean  toward  the  desires  of 
his  patient.  Very  often  the  patient  gives  a shove  to  the  leaning 
doctor.  Some  doctors  are  a push-over.  This  tends  from  sympathy,  not 
fraud. 

The  only  solution  I can  see  is  for  the  doctors  to  quit  making 
pronouncements  on  disability.  In  1956,  an  American  Medical  As- 
sociation ad-hoc  committee  on  Medical  Rating  of  Physical  Impair- 
ment, met  in  an  effort  to  solve  the  doctor’s  dilemma  regarding  disa- 
bility. They  suggested  the  doctor  use  "Guides  to  Evaluation  of  Per- 
manent Impairment"  to  give  the  courts  objective  information.  In 
addition,  the  doctor  can  supply  an  opinion  regarding  prognosis. 

The  courts  would  then  determine  disability  based  on  social,  as  well 
as  medical  data. 


The  doctors  in  this  State  have  continued  to  assign  percentage  of 
permanent  partial  disability.  Since  there  is  no  objective  system 
(indeed,  no  system  at  all),  the  assigned  disability  is  widely  variable. 
Thus,  we  have  "dispensers”  and  "deniers.”  It  doesn’t  take  a lawyer 
long  to  make  a list  of  doctors  who  tend  to  see  things  his  way.  As  long 
as  the  doctor  continues  to  do  the  lawyer’s  job  (determine  disability), 
the  doctor  will  continue  to  be  buffeted  by  the  forces  of  the  referee,  the 
employee,  and  the  patient. 

If  the  doctors  would  supply  data  on  impairment  only  and  give  an 
opinion  on  prognosis,  the  decision  on  disability  would  be  shifted  to 
the  court.  It  is  my  opinion  that  disability  is  not  solely  a medical 
problem.  Determination  of  disability  requires  data  from  various 
specialists  - doctors,  lawyers,  personnel  classification  officers  and 
sociologists.  A referee  (judge)  who  could  be  classified  as  a humanist 
would  make  the  final  decision  on  the  degree  of  disability. 

This  may  not  solve  the  fiscal  problem  because  the  referees  would 
then  become  the  "dispensers"  and  "deniers.”  It  would  solve  the  doc- 
tor’s problem. 

Robert  E,  Beck,  MD 
Director,  Employee’s  Medical  Clinic 
Denver  Department  of  Health  and  Hospitals 

EDITOR’S  NOTE:  This  response  to  our  Editorial  in  the  July/August 
issue  of  the  Rocky  Mountain  Medical  Journal  entitled  “Disability 
Benefits:  ‘Working  the  System,’”  was  solicited  by  us,  and  is  greatly 
appreciated  in  behalf  of  clarification  of  the  issue. 


To  The  Editor: 

I enjoyed  the  current  issue  of  the  RMMJ,  particularly  the  edito- 
rials, cover,  and  articles.  However,  I am  writing  this  letter  as  a 
"Letter  to  the  Editor.”  Bemused  by  Allen  Young's  Woggers,  I would 
like  to  comment  as  follows: 

On  with  the  woggers?  No!  There  is  no  precedent  in  authoritative 
sources  for  "wogger.”  "Wog”  does  exist,  but  is  defined  as  a Scotch 
variant  of  "wag.”  The  noun  "wog”  is  defined  as  a native  of  a Middle 
Eastern  country,  usually  used  disparagingly,  as  a pathogenic  mic- 
roorganism or  a repulsive  organism,  such  as  a spider  (Australian 
usage).  OE,  ME,  and  NE  (new  English)  limit  wog  to  its  nounal 
status. 

In  view  of  the  above,  I would  suggest  that  "wogger,”  despite  Dr. 
Thomas  W.  Patrick,  Jr.,  William  Proxmire,  and  The  New  York 
Times,  is  incongruous  as  a synonym  for  a rapid  walker.  In  my 
opinion,  "wagger,”  derived  from  the  verb  "to  wag,  ” which  is  defined 
as  to  stir,  to  move  one’s  limbs,  or  to  move  with  a quick  and  jerky 
motion,  is  appropriate  as  a term  to  apply  to  a rapid  walker.  An 
example:  While  strolling  down  the  street  this  morning  and  trying  to 
keep  my  frequentives  from  becoming  disjoined,  I spied  a wagger 
wiggling  his/her  hips  in  a most  spirited  and  healthy  manner. 

I strongly  recommend  the  euphonic  "wagger”  over  the  cacophonic 
"wogger,”  and  consider  the  adoption  of  "wogger”  as  a descriptive 
term  for  a rapid  walker  an  example  of  highway  woggery. 

Marcus  J.  Smith,  MD,  Santa  Fe,  New  Mexico 


To  The  Editor: 

Thank  you  for  the  two  complimentary  copies  of  the  July/August 
1978  issue  of  the  Rocky  Mountain  Medical  Journal,  containing  an 
excellent  editorial  recap  of  remarks  made  by  the  various  speakers 
participating  in  the  Dedication  Seminar  held  in  October  of  last  year. 

We  very  much  appreciate  having  these  issues  for  use  as  a perma- 
nent record. 

Sincerely, 


Mrs.  Erika  Love 
Director,  Medical  Center  Library 
Albuquerque,  New  Mexico 
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Hodgkin’s  disease  1972-1977 


Alan  S.  Feiner,  MD,  Tariq  Mahmood,  MD,  Denver,  Colorado* 


Forty-two  patients,  staged  by  pathology,  with 
Hodgkin's  disease  were  studied  retrospectively.  The 
numbers  of  men  and  women  were  equal;  no  sex 
predominated  in  any  histologic  category.  Men  were 
of  an  earlier  age  (mean  age  29.3  vs  38.8  years  for 
women,  median  age  23  vs  27  years  for  women)  and 
with  earlier  stage  disease.  Seventy-five  per  cent  of 
men  were  stages  / and  II,  compared  to  47  per  cent  of 
the  women.  Patients  over  40  years  old  usually  had 
advanced  disease.  Nodular  sclerosis  was  the  most 
common  histologic  type  and  was  seen  in  54  percent  of 
patients.  Patients  with  B symptoms  were  more  fre- 
quent in  later  stages  (86  per  cent)  than  in  earlier 
stages  (33  per  cent).  The  most  common  B symptom 
was  weight  loss.  Pruritus  augured  for  a poor  prog- 
nosis. Patients  with  mixed cellularity  Hodgkin's  dis- 
ease had  a shorter  median  survival  than  patients  with 
nodular  sclerosis  at  30  months. 

Introduction 

Widespread  use  of  pathologic  staging  and 
standardization  of  treatment  now  permit  com- 
parisons among  populations  with  Hodgkin’s 
disease.  Several  good  earlier  studies^  ^ must  be 
updated  by  reports  from  institutions  serving 
different  individuals. 

Subjects  and  Methods 

Ninety-five  patients  with  the  diagnosis  of 
Hodgkin’s  disease  were  seen  at  the  University 
of  Colorado  Medical  Center  from  1972-1977. 
The  evaluable  population  of  42  represents  only 
those  patients  who  had  adequate  pathologic 

'From  the  Hematology/Oncology  Section,  Denver  VA  Hospital.  Denver,  Col- 
orado; and  the  Hematology  /Oncology  Division,  University  of  Colorado  Medical 
Center,  Denver,  Colorado.  Requests  for  reprints  should  be  addressed  to  Tariq 
Mahmood,  MD.  Hematology/Oncology  Section,  Denver  VA  Hospital.  1055 
Clermont  Street,  Denver.  Colorado  80220.  This  work  was  supported  by  Veterans 
Administration  Grant  5438-01  ( Dr.  Mahmood).  Dr.  Mahmood  is  a VA  Research 
Associate. 


staging,  whose  pathology  was  reviewed  at  our 
institution,  and  whose  therapy  was  determined 
by  us.  Both  adult  and  pediatric  cases  were  in- 
cluded. In  review  of  pathologic  lymph  node 
specimens,  the  presence  of  Reed-Sternberg  cells 
was  mandatory  for  the  diagnosis  of  Hodgkin’s 
disease.  Criteria  for  liver,  spleen,  and  bone 
marrow  involvement  were  those  of  Lukes. ^ "B" 
symptoms  included  weight  loss  of  more  than  10 
per  cent  of  the  body  weight,  non-infectious  fever 
with  temperature  above  38°C,  and  night  sweats. 
In  accordance  with  the  decision  made  at  Ann 
Arbor  in  1971,  pruritus  was  not  considered  a B 
symptom.^ 

Patients  had  either  biopsy  of  enough  tissue  to 
document  stage  IV  disease  or  a staging 
laparotomy.  Patients  with  early  pathologic 
stage  (stages  I and  II)  above  the  diaphragm  re- 
ceived 4000  rads  over  4 weeks  to  mantle  and 
para-aortic  lymph  nodes.  If  disease  was  exclu- 
sively below  the  diaphragm,  involved  and  ex- 
tended field  radiotherapy  was  used  after 
splenectomy.  For  advanced  stages  (stages  III 
and  IV),  6 courses  of  either  MOPP  (nitrogen 
mustard,  vincristine,  prednisone,  and  procar- 
bazine) or  COPP  (cyclophosphamide,  vincris- 
tine, prednisone,  and  procarbazine)  were  given. 
Maintenance  chemotherapy  for  variable  dura- 
tions was  employed.  Failures  with  conventional 
chemotherapy  received  a variety  of  regimens, 
the  most  common  of  which  was  ABCV 
(doxorubicin,  bleomycin,  CCNU,  and  vinblas- 
tine). Radiation  therapy  was  given  to  bulky  dis- 
ease and  to  localized  recurrences.  With  one  ex- 
ception, all  radiotherapy  was  given  at  our  in- 
stitution. 

Computer  analysis  of  actuarial  survival  fol- 
lowed the  example  of  Cutler  and  Ederer.'’ 
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Fig.  1 . Actuarial  survival  in35  cases  of  nodular  sclerosis  and 
mixed  cellularity  Hodgkin’s  disease.  The  survival  of  the  2 
groups  at  4 years  is  significantly  different  (p.05) 


Fig.  2.  Actuarial  survival  in  39  cases  of  early  and  late  pathologic 
stage  Hodgkin’s  disease.  The  survival  of  the  2 groups  at  4 years  is 
not  significantly  different. 


Results 

Table  1 presents  the  distribution  of  patients 
among  the  pathologic  stages  and  histologic 
types  at  the  time  of  diagnosis.  The  only  early 
stage,  extra-nodal  presentation  occurred  in  a 
subcutaneous,  subscapular  focus.  The  distribu- 
tion between  early  and  late  stages  was  approx- 
imately equal  (24  vs  18).  Nodular  sclerosis  was 
the  most  common  histologic  type  (55  per  cent); 
most  cases  of  nodular  sclerosis  presented  in 
early  stages.  Mixed  cellularity  comprised  29  per 
cent  of  the  cases,  and  there  was  an  equal  dis- 
tribution between  early  and  late  stages.  One 
patient  had  the  very  uncommon  combination  of 
stage  IVB  with  lymphocytic  predominant  his- 
tology. Two  patients  with  stage  I disease  had  B 
symptoms.  The  two  extremes  of  histologic 
grades,  lymphocytic  predominant  and  lym- 
phocytic depletion,  had  the  fewest  patients  (10 
per  cent  and  7 per  cent). 

TABLE  1 


Table  2 lists  the  sex  and  age  characteristics  of 
the  patients  evaluated  from  Colorado  General 
Hospital.  Patients  from  the  VA  were  excluded 
because  of  the  male  bias  this  might  introduce. 
Of  the  38  evaluable  patients,  there  were  equal 
numbers  of  men  and  women.  Both  the  mean  and 
median  ages  of  the  women  exceeded  those  of  the 
men.  Three  men  were  less  than  18;  our  youngest 
woman  was  18.  The  age  distribution  of  patients 
showed  a clustering  in  the  20’s;  an  obvious  sec- 
ond mode  during  middle  age  was  not  seen. 
Younger  patients  tended  to  be  recorded  at  ear- 
lier stages  and  more  favorable  histology. 

Table  3 shows  associations  of  sex,  stage,  and 
histology  among  patients  at  Colorado  General 
Hospital.  Men  were  shown  in  earlier  stages 
than  women.  There  was  no  clear  cut  sexual  pre- 
dominance in  any  histologic  grade. 

Table  4 shows  the  frequency  and  characteris- 
tics of  B symptoms  in  our  population  derived 
from  the  Denver  VA  and  Colorado  General 
Hospitals.  Half  of  the  total  population  had  trad- 
itional B symptoms.  As  expected,  it  was  more 


Pathologic  Stage  and  Histologic  Type 

of  Hodgkin's  Disease  Population  (N='42)  TABLE  2 


Pathologic  Stage 

Number  of  Patients 

Sex  and  Age  Characteristics 

of  Population 

1.  1, 

8,1 

Total  Population  (N=38) 

Mean  age 

Age  in  Years 

31.6  (Range  8-67) 

1 1 

15 

Median  age 

26 

1 1 1 

IV 

Histologic  Type 

Lymphocytic  predominance 

7 

Modal  ages 

23,25 

1 1 

k 

Women  (N=19) 

Mean  age 

Median  age 

33.8  (Range  18-67) 
27 

Nodular  sclerosis 

23 

Modal  age 

25 

M i xed  ce 1 1 u 1 ar i ty 

Lymphocytic  depletion 

E = extra-nodal 

12 

3 

Men  (N=19) 

Mean  age 

Median  age 

Modal  ages 

29.3  (Range  8-62) 
23 

21  ,22,3^ 
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TABLE  3 


TABLE  k 


Distribution  of  Sex,  Pathologic  Stage, 
and  Histologic  Grade 

Total  men  = 20 

Men , stages  I and  II  =15 
Men,  stages  111  and  I V = 5 
Men,  nodular  sclerosis  = 12 
Men,  mixed  cellularity  = 7 

Total  women  = 19 

Women,  stages  I and  II  =9 
Women,  stages  III  and  IV  =10 
Women,  nodular  sclerosis  = 11 
Women,  mixed  cellularity  = 5 


common  to  have  B symptoms  in  later  stages. 
There  was  no  clear-cut  relationship  between  B 
symptoms  and  any  histologic  class.  Two  of  our  3 
cases  of  lymphocytic  depletion  had  B symptoms, 
but  they  were  also  advanced  stages.  The  most 
common  B symptom  in  our  population  was 
weight  loss  (11  of  21  patients).  Fever  and  night 
sweats  had  equal  frequencies  (6  of  21  patients). 
Six  patients  had  2 symptoms;  no  patient  had  all 
3 of  the  B symptoms. 

Figure  1 shows  the  actuarial  survival  curves 
for  patients  with  nodular  sclerosis  and  mixed 
cellularity  histology.  There  was  a statistically 
significant  difference  in  survival  at  4 years  be- 
tween patients  with  nodular  sclerosis  and  pa- 
tients with  mixed  cellularity  histology  (P<.05). 
Co-variant  analysis  of  pathologic  stage  with  his- 
tology proved  that  histology  was  acting  inde- 
pendently of  stage.  Figure  2 shows  the  actuarial 
survival  curves  for  early  and  late  pathologic 
stages.  Although  patients  with  earlier  stages 
appear  to  live  longer  than  those  with  later 
stages,  this  difference  only  approaches  statisti- 
cal significance.  We  could  not  demonstrate  a 
significant  survival  difference  at  4 years  be- 
tween males  and  females  or  between  patients 
with  and  without  B symptoms.  Since  males  in 
our  study  presented  with  earlier  stage  disease, 
we  should  expect  better  survival  in  this  group. 
Better  survival  was  not  proven,  and  one  might 
propose  on  this  basis  that  males  did  worse  than 
females.  Patients  over  40  years  of  age  did  not 
have  a worse  prognosis  than  their  younger 
counterparts. 

We  found  no  clustering  of  cases  from  any 
geographical  section  that  our  referral  hospitals 
serve. 

No  asymptomatic  patients  with  early  clinical 
stage  and  favorable  histology  had  evidence  of 
Hodgkin's  disease  in  a bone  marrow  biopsy. 


Characterization  of  B Symptoms 


Frequency  and 
Subtype 

A 
B 

Stages  I B and  I I B 
Stages  I I I B and  I VB 
Men  wi th  B symptoms 
Women  wi th  B symptoms 

Symptoms 


Number  of  Patients  (N=A2) 

21 

21 

8 

13 

12 

9 

Number  of  patients 


We i ght  loss  11 

Fever  6 

Night  sweats  6 

2 symptoms  6 

3 symptoms  0 


Discussion 

In  1971,  Butler  reviewed  earlier  studies  of 
patients  with  Hodgkin’s  disease.'’  He  noted  a 
wide  variation  in  the  frequency  of  the  4 his- 
tologic types.  It  is  not  clear  whether  this  varia- 
tion existed  in  the  population  studied  or  in  the 
criteria  used  by  the  hematopathologists  review- 
ing the  diagnostic  specimens.  Kellerf 
Dorfman^,  and  Smithers^  found  that  nodular 
sclerosis  was  the  most  common  histology  and 
that  mixed  cellularity  was  the  next  most  fre- 
quent; our  population  shows  the  same  distribu- 
tion. We  did  not  find  a bimodal  distribution  of 
ages  at  presentation  (in  the  20’s  and  in  middle 
age)  that  some  authors  have  noted. 

Fuller  et  al.  have  suggested  that  early  stage, 
mixed  cellularity  histology  has  a good  prog- 
nosis.'^ Our  data  do  not  support  that  hypothesis. 
Our  3 asymptomatic  patients  with  early  stage, 
mixed  cellularity  disease  were  dead  in  less  than 
2 years.  Goodman  et  al.  have  suggested  that 
patients  with  IIB  disease  should  be  treated 
more  aggressively  than  asymptomatic  stage  II 
patients.'"  The  survival  of  our  8 patients  with 
stages  IB  and  IIB  treated  with  standard 
megavoltage  radiotherapy  was  no  worse  than 
that  of  patients  with  stages  lA  and  IIA.  Rosen- 
berg found  no  value  to  bone  marrow  biopsy  in 
the  detection  of  disseminated  disease  in 
asymptomatic  patients,  clinical  stages  I and  II, 
with  normal  peripheral  blood  smears  and  nor- 
mal serum  alkaline  phosphatase  concentra- 
tions." Our  results  confirm  this  observation. 

Improved  survival  with  treatment  of 
Hodgkin’s  disease  forces  study  of  those  vari- 
ables which  may  affect  prognosis.  Kaplan  feels 
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that  B symptoms  have  greater  impact  on  survi- 
val in  later  stages. Chawla  reviewed  58  pa- 
tients from  1927  through  1966  who  had  sur- 
vived more  than  10  years;  he  felt  that  fever  and 
pruritus  were  of  little  prognostic  value  in  thse 
patients.*'*  Six  of  our  patients  had  severe 
pruritus  at  presentation;  these  patients  had 
subsequent  clinical  courses  highlighted  by 
early  death,  induction  failure,  and  relapse 
(Feiner,  Mahmood,  and  Wallner:  submitted  for 
publication).  We  feel  that  the  prognostic  value 
of  pruritus  merits  further  study.  Little  data 


exist  on  the  relative  importance  of  the  various  B 
symptoms.  Does  the  presence  of  2 or  more  B 
symptoms  change  prognosis?  Recent  popula- 
tions with  Hodgkin’s  disease  under  treatment 
need  to  be  studied  further  to  delineate  the  re- 
lationship, if  any,  between  B symptoms  and  the 
patterns  of  disease  involvement. 
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Carefree  skiing  is  winter’s  best  release.  When 
the  snows  gather  on  the  slopes  of  the  Rockies, 
out  comes  the  skiier,  booted  as  never  before, 
carrying  his  short  skiis,  his  cross-country  skiis, 
or  his  racing  skiis,  dressed  by  Halston,  Bass,  or 
St.  Laurent,  master  of  the  inner  game  of  skiing, 
cresting  on  the  release  from  urban  bondage.  In 
this  open  world,  cold  is  present  but  it  is  as  ally 
rather  than  enemy  that  it  is  seen.  Photo:  Col- 
orado Ski  Country  USA. 
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Sickle  cell  screening* 


J.H.  Githens,  MD,  Denver,  Colorado 


Sickle  cell  screening  is  primarily  for  detection  of 
disease,  (sickle  cell  anemia,  sickle IHgb  C disease, 
sickle /thalassemia)  in  the  infant  during  the  first  six 
months  of  life.  Early  diagnosis  with  appropriate 
management  reduces  morbidity  and  mortality.  Newer 
electrophoresis  technics  can  provide  definitive 
diagnoses  inexpensively  from  a few  drops  of  blood. 
Application  of  such  principles  and  education  of  the 
public  regarding  the  generally  benign  nature  of  sickle 
cell  trait  can  increase  benefits  and  reduce  the 
disadvantages  of  sickle  cell  screening. 

Introduction 

Comprehensive  sickle  cell  screening  pro- 
grams are  being  established  in  an  increasing 
number  of  communities  and  states.  Programs  to 
provide  genetic  information  to  young  families 
are  becoming  more  available,  and  there  is  re- 
newed interest  in  establishing  early  diagnosis 
in  infants  with  sickle  cell  anemia  and  its  var- 
iants. Newborn  screening  has  become  techni- 
cally feasible  and  currently  is  being  instituted 
in  some  areas.  It  is  anticipated  that  routine 
neonatal  screening  will  soon  be  offered  by  the 
laboratory  of  the  Colorado  State  Health  De- 
partment. 

Before  recommending  hemoglobin  screening, 
it  is  important  that  the  objectives,  advantages, 
and  disadvantages  be  clearly  understood  by  the 
health  professionals  and  the  patients.  This  re- 
view emphasizes  these  factors  and  describes  the 
newer  methods  for  screening  for  the  sickle 
hemoglobinopathies . 

Objectives  of  Screening  Programs 

The  primary  objectives  of  screening  for  the 
sickle  hemoglobinopathies  may  include  the  fol- 
lowing: 

★ 

From  the  Colorado  Sickle  Cell  Treatment  and  Research  Center  and  the  Department  of 
Pediatrics,  University  of  Colorado  Medical  Center,  Denver,  Colorado.  Supported  in  part  by 
the  Mile  High  Sickle  Cell  Fund. 


1.  Early  detection  of  disease  (sickle  cell 
anemia,  sickle/C  disease,  and  sickle/thalas- 
semia) is  being  recognized  as  the  most  impor- 
tant objective.  For  this  to  be  of  maximum  be- 
nefit, testing  should  be  carried  out  either  in  the 
neonate  or  in  the  infant  under  six  months  of  age. 

2.  The  second  objective  for  screening  is  to 
provide  genetic  information  and  counseling  to 
adolescents  and  young  adults  so  that  they  are 
appropriately  informed  regarding  their  chances 
of  having  children  with  one  of  the  more  serious 
hemoglobinopathies. 

3.  A third  possible  objective  is  to  provide 
health  counseling  for  persons  with  sickle  cell 
trait.  This  is  probably  not  an  appropriate  objec- 
tive in  itself,  and  comes  only  as  a by-product  of 
detection  of  trait  in  infants  or  in  young  adults 
tested  for  other  reasons. 

Screening  should  be  associated  with  an  edu- 
cational program  for  those  to  be  tested;  it  should 
be  voluntary,  and  the  results  must  be  kept  con- 
fidential. Furthermore,  it  is  essential  that  per- 
sonal counseling  be  provided  for  all  individuals 
found  to  have  sickle  cell  trait,  hemoglobin  C 
trait,  or  sickle  cell  anemia  and  its  variants. 

Screening  for  Sickle  Cell  Disease  in  the  Young  Infant 

Screening  of  the  neonate  or  the  young  infant 
for  detection  of  disease  is  the  one  objective  for 
which  there  is  agreement  that  the  benefits  can 
outweigh  the  disadvantages.  The  requirements 
for  neonatal  screening  should  include  approp- 
riate education  of  the  mother,  informed  consent, 
and  adequate  laboratory  methods  to  differen- 
tiate sickle  cell  trait  from  sickle  cell  anemia  and 
the  other  sickle  hemoglobinopathies  in  the  first 
few  days  of  life.  There  also  must  be  a reliable 
recording  system,  adequate  personnel,  and  ap- 
propriate mechanisms  to  follow  up  the  positives 
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for  retesting  for  confirmation  of  diagnosis.  In 
addition,  a health  care  delivery  system  must  be 
available  for  all  infants  identified  as  having 
sickle  cell  anemia,  sickle/C  disease,  or  sickle/ 
thalassemia.  A counseling  system  should  be  av- 
ailable for  the  parents  and  other  family  mem- 
bers of  the  infant  identified  as  having  a sickle 
hemoglobinopathy. 

The  benefits  of  early  diagnosis  of  the  sickle 
hemoglobinopathies  are  fairly  clear.  There  is  a 
significant  mortality  of  over  7%  in  infants  in  the 
first  few  years  of  life,  and  even  higher  morbidity 
associated  with  overwhelming  infection.^  This 
is  due  primarily  to  the  functional  hyposplenism 
which  often  begins  as  early  as  seven  months  of 
age  and  progresses  to  asplenia.  An  infant  who 
has  not  yet  developed  antibodies,  particularly  to 
the  pneumococcus  and  hemophilus  influenza,  is 
at  risk  of  rapidly  progressive  and  fatal  sep- 
tisemia  and/or  meningitis  due  to  these  or- 
ganisms. Much  of  this  mortality  and  morbidity 
can  be  significantly  reduced  by  early  diagnosis 
and  preventive  measures.  These  include  the  use 
of  prophylactic  antibiotics  and  the  new,  effec- 
tive pneumococcal  vaccine.^  Appropriate  educa- 
tion of  the  parents  can  lead  to  their  awareness  of 
the  importance  of  rapid  medical  care  and  early 
treatment  for  any  infant  with  sickle  cell  anemia 
who  develops  high  fever. 

The  other  primary  cause  of  mortality  and 
morbidity  in  the  young  infant  during  the  first 
few  years  of  life  is  the  splenic  sequestration 
crisis.  Again,  education  of  parents  regarding 
this  possible  complication  should  lead  to  the 
opportunity  for  early  medical  intervention  with 
transfusion.  In  addition,  counseling  regarding 
some  of  the  factors  that  may  precipitate  crises  in 
children  with  sickle  cell  anemia,  sickle/C,  and 
sickle  thalassemia  may  prevent  some  of  the 
morbidity.  For  example,  it  seems  quite  clear 
that  chilling,  very  high  altitude,  infection,  and 
dehydration  can  all  precipitate  crises.  Morbid- 
ity can  also  be  decreased  by  appropriate  coun- 
seling of  parents  to  manage  crises  early  at  home 
with  the  use  of  fluids  and  analgesics. 

What  are  the  deterrents  and  problems  with 
neonatal  screening?  Until  recently,  the 
laboratory  methods  have  not  been  adequate  to 
detect  the  beta  chain  hemoglobinopathies  in  in- 
fants who  have  primarily  fetal  hemoglobin 
(alpha  and  gamma  chains).  However,  elec- 
trophoretic methods  have  now  been  developed 
that  allow  inexpensive  mass  screening  and  are 


applicable  to  the  newborn.  Cost  is  a significant 
factor.  Although  the  laboratory  cost  is  small, 
the  major  expense  for  an  effective  program  is  for 
personnel  to  carry  out  education,  followup  and 
counseling,  and  to  insure  that  appropriate 
health  care  is  being  provided  for  those  infants 
identified  as  having  sickle  cell  anemia.  A major 
expense  is  incurred  in  counseling  the  families  of 
infants  diagnosed  as  having  sickle  cell  trait  or 
hemoglobin/C  trait. 

A good  example  of  the  problems  that  may  be 
encountered  with  a mandatory  neonatal  screen- 
ing program  that  was  inadequately  funded  for 
the  followup  of  positive  cases  has  been  described 
in  the  recent  article  by  Grover  et  aP  on  the  New 
York  City  experience.  They  recommend  that 
"mass  screening  is  not  advised  if  there  are  no 
facilities  available  for  treatment  and  counsel- 
ing.” The  problems  encountered  in  the  New 
York  City  experience  with  screening  for  hemog- 
lobinopathies should  not  deter  us  from  attempt- 
ing to  develop  good  programs  in  our  own  com- 
munities for  neonates  and  infants  under  six 
months  of  age.  However,  it  must  be  done  with 
adequate  planning  and  funding  for  followup 
and  counseling  of  the  positives.  There  is. every 
reason  to  believe  that  a significant  reduction 
can  be  made  in  the  over-all  mortality  and  mor- 
bidity from  sickle  cell  anemia  and  its  variants 
in  the  early  years  of  life  if  appropriate  screening 
programs  can  be  developed. 

Screening  for  Genetic  Counseling 

Screening  for  detection  of  sickle  cell  and 
hemoglobin  C carriers  for  the  purpose  of  genetic 
counseling  should  be  directed  primarily  toward 
adolescents  and  young  adults  in  the  childbear- 
ing age.  The  objective  is  to  provide  a young 
couple  with  the  information  regarding  the  risk 
of  having  children  with  sickle  cell  disease  or  one 
of  its  variants.  The  general  experience  is  that 
this  probably  is  of  most  value  in  family  plan- 
ning for  individuals  who  already  have  at  least 
one  child  with  sickle  cell  anemia,  or  for  those 
who  have  had  first-hand  experience  with  sib- 
lings or  relatives  with  the  disease.  In  the  future, 
however,  the  opportunity  for  young  couples  to 
be  screened  for  genetic  purposes  may  have  more 
meaning  when  intrauterine  diagnosis  becomes 
more  practical  and  readily  available.  Early  in- 
trauterine diagnosis  would  allow  a young 
couple  who  are  at  known  risk  of  having  a child 
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with  sickle  cell  anemia  to  learn  whether  or  not 
the  fetus  might  have  the  disease  and  thus  allow 
them  the  option  of  having  a family  with  only 
normal  children  (if  they  are  willing  to  accept  a 
therapeutic  abortion  for  those  with  disease).  At 
the  present  time,  however,  intrauterine  diag- 
nosis of  sickle  cell  anemia,  while  possible,  is  still 
experimental."*  There  is  a significant  risk  of 
aborting  the  fetus  in  association  with  this  pro- 
cedure which  requires  obtaining  fetal  blood. 
Also  the  exact  diagnosis  is  not  100%  accurate, 
since  only  small  quantities  of  the  beta  chain 
(with  the  sickle  abnormality)  are  produced  in 
the  fetus. 


Various  disadvantages  have  been  observed  in 
screening  programs  for  identification  of  those 
with  sickle  cell  trait.  The  first  is  the  creation  of 
concern  on  the  part  of  the  individual  with  sickle 
cell  trait  that  he  or  she  does  in  fact  have  a 
disease.  Hampton  et  aP  have  demonstrated  in  a 
followup  study  that  up  to  50%  of  children  diag- 
nosed as  having  sickle  cell  trait  in  a screening 
program  had  been  placed  on  restricted  physical 
activity  by  their  parents  because  they  were 
thought  to  have  an  illness.  This  occurred  in 
spite  of  careful  counseling.  Many  counselors 
feel  that  it  is  often  difficult  to  convince  persons 
that  they  should  not  have  symptoms  from  sickle 
cell  trait  and  are  not  ill. 

Confusion  between  sickle  cell  trait  and  sickle 
cell  disease  has  caused  innumerable  problems 
for  persons  with  AS  hemoglobin.  They  have 
been  denied  participation  on  athletic  teams, 
jobs,  and  life  insurance.  These  problems  have 
occurred  even  though  there  is  well-documented 
evidence  that,  with  few  exceptions,  persons 
with  the  trait  can  participate  without 
symptoms  in  athletics  and  in  almost  all  jobs, 
and  that  their  life  expectancy  is  entirely  nor- 
mal. Thus,  the  educational  programs  regarding 
sickle  hemoglobinopathies,  and  particularly 
sickle  cell  trait,  need  to  be  directed  toward 
members  of  the  white  community  as  well  as  the 
black  population. 


Sickle  Cell  Trait  - Health  Aspects 

The  incidence  of  sickle  cell  trait  at  the  present 

time  in  black  Americans  is  approximately  one 
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Fig.  I . Pattern  of  hemoglobin  migration  on  cellulose  acetate  at  pH 
8.4  and  on  agar  gel  at  pH  6.3. 


in  12  (8%).  Persons  with  trait  under  normal 
circumstances  have  no  in  vivo  sickling.  There- 
fore, they  generally  have  no  symptoms.  In  par- 
ticular, they  do  not  have  painful  crises  and  they 
do  not  have  anemia.  It  has  been  documented 
that  they  have  a normal  life  expectancy.  Very 
few  manifestations  of  trait  have  been  reported. 
Renal  changes  have  been  noted.  Hyposthenuria 
occurs  in  some  persons  with  sickle  cell  trait; 
however,  this  inability  to  concentrate  urine 
causes  no  significant  symptoms  and  does  not 
progress  to  serious  renal  disease.  Increased  in- 
cidence of  hematuria  has  also  been  reported  in 
persons  with  trait.  In  the  presence  of  severe 
hypoxia,  splenic  sequestration  or  infarction 
crises  have  been  observed,  particularly  with  ex- 
posure to  altitude. 

A study  was  recently  completed  by  the  Col- 
orado Sickle  Cell  Treatment  and  Research 
Center  to  determine  the  actual  frequency  of  al- 
titude-induced crises  in  persons  with  various 
hemoglobinopathies  living  in  Colorado.  A total 
of  187  persons  with  sickle  cell  trait  who  had 
traveled  into  the  mountains  above  8,000  feet 
was  evaluated.  Only  one  individual  could  be 
identified  who  had  had  a possible  crisis.  The 
study  included  14  black  skiers,  and  none  of 
them  had  developed  a crisis  while  skiing  at 
10,000  feet.  Thus,  although  there  are  a number 
of  isolated  reports  of  persons  with  trait  develop- 
ing splenic  sequestration  crisis  at  high  moun- 
tain altitudes  or  with  flights  in  unpressurized 
aircraft,®  the  risk  appears  to  be  quite  low,  and 
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only  rarely  has  occurred  at  altitudes  below 
12,000  feet.  Persons  with  other  more  severe 
sickle  hemoglobinopathies,  however,  are  at 
greater  risk.  In  this  study,  20%  of  patients  with 
sickle  cell  anemia  and  30%  of  those  with 
sickle/C  or  sickle/thalassemia  had  altitude-in- 
duced crises.  Detection  of  these  more  severe 
hemoglobinopathies  through  screening  prog- 
rams allows  for  appropriate  counseling  regard- 
ing the  risks  of  altitude. 

Screening  Methods 

Sickling  and  Solubility  Tests:  The  sickling 
and  solubility  tests  have  been  used  extensively 
for  screening.  Both  methods  will  indicate  the 
presence  of  sickle  hemoglobin.  The  solubility 
test  is  the  simplest  and  least  expensive.  All 
positives,  however,  should  then  be  studied 
further  by  hemoglobin  electrophoresis  to  de- 
termine the  exact  type  of  hemoglobinopathy. 
Examples  of  various  hemoglobinopathies  that 
would  be  positive  or  negative  with  the  sickling 
test  or  solubility  test  are  listed  below: 

Positive  - AS,  SS,  SC,  SD,  S/thalassemia 

Negative  - AC,  CC,  AD,  thalassemias 

Hemoglobin  Electrophoresis:  Simple,  inex- 
pensive technics  have  now  been  developed  to  do 
nonquantitative  hemoglobin  electrophoresis 
from  a finger  or  heel  stick. Initial  screening  on 
cellulose  acetate  will  detect  all  of  the  common 
abnormal  hemoglobins.  This  method,  however, 
does  not  differentiate  hemoglobin  S from  D or  C 
from  E.  On  agar  gel  electrophoresis,  however,  S 
and  C do  migrate  differently  from  D and  E. 
Thus,  if  the  abnormal  hemoglobins  detected  by 
cellulose  acetate  electrophoresis  are  also  run  on 
agar  gel,  a definitive  diagnosis  of  all  of  the 
common  hemoglobinopathies  can  be  made  from 
one  original  blood  sample.  Figure  1 depicts  the 
pattern  of  migration  of  the  common  abnormal 
hemoglobins  on  both  cellulose  acetate  and  agar 
gel.  The  agar  gel  technic  is  particularly  applic- 
able to  newborn  screening  since  it  effectively 
separates  fetal  hemoglobin  from  A.,  S,  and  C. 

Summary 

Improved  nonquantitative  electrophoresis 
technics  are  now  available  for  screening  for  the 


hemoglobinopathies  and  can  be  applied  to  new- 
born testing.  The  most  important  objective  of 
screening  is  the  early  detection  of  sickle  cell 
anemia  and  its  variants  prior  to  six  months  of 
age  in  order  to  reduce  the  morbidity  and  mortal- 
ity that  occur  during  the  first  few  years  of  life  if 
the  disease  remains  undetected.  Screening  for 
sickle  cell  trait  in  order  to  provide  genetic  coun- 
seling should  be  voluntary  and  associated  with 
a good  educational  program  and  individualized 
followup.  These  services  should  be  made  avail- 
able to  adolescents  and  young  adults.  Many  of 
the  previous  disadvantages  encountered  in  as- 
sociation with  mass  screening  programs  can  be 
eliminated  by  directing  the  efforts  toward  the 
appropriate  age  groups,  by  using  accurate  test- 
ing methods,  and  by  providing  adequate  per- 
sonnel to  carry  out  followup,  education,  and 
counseling. 


COMMENTARY 

Beginning  March  1,  1979,  the  Colorado  De- 
partment of  Health  will  be  providing  com- 
prehensive newborn  screening  services  to  the 
physicians  of  Colorado.  The  program  has  the 
enthusiastic  support  of  the  Colorado  Chapter  of 
the  American  Academy  of  Pediatrics.  The  cur- 
rent PKU  screening  program  will  be  expanded 
to  include  testing  for  hypothyroidism,  sickle  cell 
disease,  galactosemia,  homocystinuria  and 
maple  syrup  disease.  The  six  screening  tests  can 
be  carried  out  on  the  same  type  of  blood  samples 
now  being  used  for  PKU  screening.  Samples 
will  be  mailed  to  the  Colorado  Department  of 
Health  and  test  results  will  be  available  in  one 
to  two  days.  Physicians  and  hospitals  will  be 
notified  by  telephone  of  positive  results  within 
48  hours. 

Dr.  Githens’  article  is  a timely  reminder  of 
the  importance  of  followup  care  in  newborn  sc- 
reening programs.  Detection  of  sickle  cell  dis- 
ease in  the  newborn  is  discussed  with  emphasis 
on  the  prevention  and  early  recognition  of  com- 
plications. 

Counseling  of  parents  and  other  family  mem- 
bers is  essential  if  the  program  is  to  be  success- 
ful. Inadequate  counseling  leads  to  patient  mis- 
understanding and  confusion.  Physicians 
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should  be  able  to  provide  family  members  vi^ith 
accurate  information  about  the  genetics  of 
hemoglobinopathies.  If  for  any  reason  this  is  not 
possible,  counseling  services  may  be  arranged 
through  the  Colorado  Sickle  Cell  Treatment 


and  Research  Center  and  the  Department  of 
Pediatrics,  University  of  Colorado  Medical 
Center. 

James  E.  Strain,  MD, 
Denver,  Colorado 
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Physicians’  attitudes  on  air  pollution 

Governor's  Task  Force  on  Health  Effects  of  Air  Pollution^ 


James  Bengtson,  BA,  Richard  Rothenberg,  MD  and  the  Govenor’s 
Task  Force  on  the  Health  Effects  of  Air  Pollution  (Colorado)* 


In  February,  1978,  the  Governor  of  Colorado 
appointed  a Task  Force  to  evaluate  the  effects  of 
urban  air  pollution  in  Colorado.  Part  of  the 
charge  to  the  Task  Force  included  the  determi- 
nation of  current  medical  practice  in  the  State 
with  regard  to  air  pollution.  Accordingly,  the 
Task  Force  surveyed  a sample  of  physicians  in 
the  Denver  metropolitan  area  with  the  follow- 
ing objectives: 

1.  To  establish  the  general  level  of  awareness 
and  knowledge  of  physicians  about  air  pol- 
lution; 

‘Members  are:  Roger  Mitchell,  MD  (Chairman).  Coring  Brock.  MD.  Franklyn  Judson. 
MD.  David  Kelble,  MD.  Thomas  Moulding,  MD,  Joseph  Pollard,  MD.  and  Philip  Weiser. 
Ph  D. 


2.  To  determine  if  physicians  perceive  that 
air  pollution  had  an  adverse  effect  on  the 
health  of  their  patients; 

3.  To  learn  if  physicians  take  any  special 
medical  action  because  of  air  pollution. 

METHODS 

Sampling  frame.  A sample  of  physicians 
was  selected  from  a master  list  of  approximately 
1,600  private  practitioners  in  the  Denver  Met- 
ropolitan Area.  The  sources  for  the  master  list 
included:  1)  the  Colorado  Board  of  Medical 
examiners,  2)  the  Denver  Regional  Council  of 
Governments,  3)  the  Denver  Medical  Society, 
and  4)  the  October,  1977  Yellow  Pages.  The 
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TABLE  I 


TABLE  2 


Attitudes  Toward  Media  Reporting  of 
Pol  1 ut i on  Leve 1 s 

Thinks  Reporting  is 
Good  Fair  Poor  Unsure  Total 

A] lergi s ts 

Cardiologists  778  1 23 

Pul  mono  1 og  i s ts 

Other  30  20  5 59 

37  27  12  6 82 

x|  = lO.Si)  p = .013 

master  list  included  practitioners  with  substan- 
tial responsibility  for  outpatient  care;  among 
those  excluded  were:  1)  hospital  or  university- 
based  academic  physicians  with  little  or  no  out- 
side private  practice;  2)  physicians  involved 
primarily  in  referral  practice  with  no  direct  care 
responsibiliities  (radiologists,  pathologists, 
etc.),  3)  physicians  in  training  (house  officers, 
fellows,  etc.),  and  4)  government  physicians 
( VA,  military)  or  those  with  administrative  pos- 
itions in  government  or  industry. 

Those  remaining  in  the  master  list  were 
segregated  by  specialty  and  a random  sample, 
stratified  by  specialty,  was  selected.  We  esti- 
mated that  a 10%  sample  (150-200  physicians) 
would  assure  us  of  opinion  representativeness. 
Since  the  major  effects  of  air  pollutants  are 
postulated  to  be  on  the  cardiorespiratory  sys- 
tem, the  sample  was  more  heavily  weighted 
with  cardiorespiratory  and  allergy  specialists 
(e.g.,  10%  from  all  other  specialties,  25%  of  car- 
diac/pulmonary/allergy specialists).  This  pro- 
cedure sacrificed  randomness,  to  some  extent, 
based  on  the  a priori  impression  that  these 
physicians  are  more  important  because  of  the 
nature  of  the  practice. 

Survey.  After  the  sample  had  been  selected, 
the  remaining  physicians  were  sent  a letter  in- 
forming them  of  the  activities  of  the  Task  Force, 
and  requesting  general  input.  The  physicians  in 
the  sample  received  a letter  requesting  their 
participation  in  the  survey  and  notifying  them 
that  someone  would  call  to  arrange  a telephone 
interview.  Every  attempt  was  made  to  achieve 
full  compliance.  If  a physician  had  changed 
venue,  he  was  replaced  in  the  sample;  physi- 
cians who  refused  were  counted  as  such,  how- 
ever, and  were  not  replaced. 

Data  Analysis.  The  questionnaires  were 
precoded  to  facilitate  analysis.  Response  counts, 
cross-tabulations,  and  stratification  by  social 
and  practice-related  variables  were  performed 
on  an  IBM  370/148  computer  using  the  statisti- 
cal package  for  the  Social  Sciences. 


Frequency  of  Complaints  from  Cardio- 
pulmonary Patients 

Frequency 


A1 lergi sts 

Same 

More 

Unce  rta i n 

Total 

Cardiologists 

Pu 1 monolog i s ts 

k 

18 

1 

23 

Othe  r 

8 

31 

20 

59 

12 

k3 

82 

xj  = 7.6't  p = 

.022 

RESULTS 

Of  the  156  physicians  in  the  original  sample, 
questionnaires  were  completed  from  82  (53%'), 
using  direct  telephone  interviews  and  the 
mails.  The  specialists  group  was  analyzed  sepa- 
rately and  combined  only  when  no  difference 
was  apparent. 

93%  of  physicians  thought  that  the  au- 
tomobile was  the  major  source  of  pollution  in 
Denver,  but  only  44%  recognized  that  carbon 
monoxide  is  the  major  offender.  The  allergist- 
pulmonologist-cardiologist  (ARC)  group  ap- 
peared to  be  somewhat  more  knowledgeable  in 
this  regard  than  other  specialists  (OS),  which 
might  be  expected  given  the  nature  of  the  clini- 
cal problems  they  face. 

Overall,  less  than  one-half  of  the  respondents 
felt  that  pollution  reporting  to  the  public  has 
been  good  (Table  1).  There  was  a substantial 
difference  between  the  group,  in  that  only  30% 
of  the  APCs  considered  the  reporting  good;  in 
fact,  35%  of  the  group  classified  it  as  poor. 

The  majority  of  all  physicians  felt  that  pa- 
tients with  chronic  and/or  lung  disease  com- 
plain more  during  periods  of  high  pollution 
(Table  2).  APCs  felt  more  strongly  about  this  (p 
equals  .022).  In  contrast,  APCs  felt  that  normal 
patients  do  not  have  more  complaints,  though 
OSs  felt  there  was  some  increase.  This  may  be 
explained  by  the  fact  that  the  APC  group  sees 
patients  with  more  severe  cardio-respiratory 
problems,  and  that  a smaller  percentage  of  their 
patients  currently  smoke. 

This  practice  difference  was  also  reflected  in  a 
different  approach  to  counselling  patients.  The 
APC  group  advised  patients  not  to  smoke  sig- 
nificantly more  often  than  the  OS  group.  Se- 
venty percent  of  the  APCs  routinely  or  occa- 
sionally advised  their  cardiopulmonary  pa- 
tients to  remain  indoors  during  episodes  of  high 
pollution,  compared  to  40%  of  the  Oss.  More 
than  50%  of  the  APC  group  have  advised  ill 
patients  to  leave  the  Denver  metropolitan  area. 
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TABLE  3 

Frequency  with  which  Physicians  Advise 
Patients  to  leave  the  Denver  area 

Advise  Patients  to  Leave 


Yes 

No 

Total 

A1 lergi sts 

Ca  rd i o log i s ts 

Pulmonologi sts 

12 

1 1 

23 

Othe  r 

10 

49 

59 

22 

60 

82 

compared  to  17%  of  the  OS  group  (p  equals  .003) 
(Table  3).  Neither  group  has  given  such  advise 
to  normal  patients  to  any  great  extent. 

In  all,  90%  of  the  doctors  queried  felt  that 
pollution  is  a hazard  to  human  health.  Both 
groups  agreed  that  the  heart  and  lung  are  the 
major  organs  affected.  Such  factors  as  age  of  the 
physician,  age  distribution  of  patients  seen, 
group  vs.  solo  practice,  and  size  of  practice  had 
little  effect  on  the  opinions  expressed. 
DISCUSSION 

The  purpose  of  the  survey  was  to  determine  if 


physicians  regard  air  pollution  as  an  important 
problem,  not  to  provide  quantifiable  data  on 
health  effects.  Even  within  the  context  of  this 
more  limited  scope,  conclusions  must  be  tenta- 
tive, since  we  used  a small  representative  sam- 
ple, and  the  response  rate  was  less  than  optimal . 

It  is  possible,  however,  that  these  data  may  be 
important  for  their  political  and  social  ramifica- 
tions, as  well  as  for  potential  prognostic  signifi- 
cance. Physicians  in  the  Denver  metropolitan 
area  appear  to  view  air  pollution  as  a threat  to 
health.  Moreover,  they  act  on  that  belief  by 
counseling  patients  to  remain  indoors  during 
periods  of  high  pollution,  and  at  times,  even 
suggesting  relocation  out  of  the  Denver  area. 
The  Task  Force  concluded  that  much  of  the 
harmful  effect  of  air  pollution  requires  better 
documentation^  but  a portion  of  the  medical 
profession  in  Denver  has  begun  to  accept  the 
truth  of  such  an  association.  This  may  be  indica- 
tive of  a growing  social  acceptance  of  air  pollu- 
tion regulation. 
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Almost  Human. 

Wild  animals  often  exhibit  behavior  which  is  almost  human. 
Brown  bears  are  a good  example.  They  travel  as  a family  unit  and 
the  mother  teaches  the  cubs  to  fend  for  themselyes  against  the 
pitfalls  and  dangers  that  life  sometimes  brings. 

And  just  as  the  bear  protects  her  young,  maybe  you  should 
look  at  the  protection  you  haye  provided  for  yourself  and  your 
family.  What  would  happen  if  you  became  disabled  and  your 
income  was  stopped? 

That's  why  the  Colorado  Medical  Society  endorses  Disability 
Income  Protection  for  its  members.  Dis- 
ability Income  Protection  can  help  you  re- 
place that  "lost  income"  when  a covered 
sickness  or  accident  keeps  you  from  your 
practice.  And  your  plan  is  underwritten  by 
Mutual  of  Omaha,  the  people  who  bring  you 
Mutual  of  Omaha's  Wild  Kingdom. 

For  complete  information  about  Dis- 
ability Income  Protection,  mail  in  the 
coupon  or  call  the  Mutual  of  Omaha  repre- 
sentative nearest  you  for  personal,  courte- 
ous seryice. 


Tony  Occhluto 

Suite  2C6 

902  North  Circle  Drive 
PO  Box  9226 
Station  A 
Colorado  Springs,  Colorado  80952 
(BOSIA/I-JOSS 

Con  LItz 

Suite  500 

4800  Wadsworth  Plaza 
Wheat  Ridge,  Colorado  80055 
(505)425-2710 


Frank  Zarlengo 

Suite  111,  Bldg  5 
Plaza  6000 

6000  East  Evans  Avenue 
Denver,  Colorado  80222 
(505)758-5600 

Carl  Roderick 

Greeley  National  Plaza 
Suite  660 
827  Eighth  Street 
Greeley  Golorado  80651 
(505)552-5296 
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Neonatal  narcotic  withdrawal: 
Diagnosis  and  Treatment 


Michael  Peck,  BA,  Susan  Krill-Smith,  MSW,  and 
Thomas  J.  Crowley,  MD,  Denver,  Colorado 


The  neonatal  narcotic  withdrawal  syndrome  has 
been  difficult  to  diagnose  and  treat.  Problems  in 
assessing  withdrawal  severity  may  lead  to  excessive  or 
inadequate  drug  therapy.  The  authors  here  review 
local  practice,  in  the  light  of  current  literature, 
suggesting  criteria  for  diagnosis  and  drug  choice. 


^Jarcotics  circulating  in  the  blood  of  gravid 
women  cross  the  placenta,  producing  physical 
dependence  in  infants  born  to  mothers  who 
chronically  have  used  methadone,  heroin  or 
other  narcotics.  One  third  of  infants  born  to 
narcotic-using  mothers  show  no  withdrawal 
signs,  but  the  others  develop  an  abstinence  syn- 
drome characterized  by  insomnia  and  hyperac- 
tivity, tremors,  dehydration  from  vomiting  and 
diarrhea,  and  slow  growth  due  to  poor  feeding. 

Aside  from  swaddling,  drugs  such  as  opioids, 
barbituates  or  phenothiazines  may  reduce  the 
infant’s  distress.  But  the  possibility  of  adverse 
effects  from  drugs  used  in  treatment  should  en- 
courage caution  in  drug  choice,  dose,  and  dura- 
tion of  administration. 

We  here  review  the  treatment  of  infants  born 
in  Denver  hospitals  to  mothers  maintained  on 
methadone  at  the  Addiction  Research  and 
Treatment  Service  (University  of  Colorado 
Medical  Center)  during  the  last  four  years,  and 
we  suggest  certain  changes  which  may  align 
more  closely  local  practice  with  current  clinical 
research  findings. 

Seventeen  infants  were  born  to  methadone- 
maintained  mothers.  Thirteen  of  those  infants 

From  Dcparmienl  ot  Psychuilry  .ind  Addiction  Research  and  Treatment  Services.  Univer- 
sity ot  Colorado  Medical  Center.  Denver.  Colorado. 


received  medications  for  narcotic  withdrawal: 
ten  received  phenobarbital,  two  received  chlor- 
promazine,  and  two  received  paregoric.  Three  of 
these  cases  seem  representative. 

Case  1:  A twenty -year-old  woman  had  been 
maintained  on  35  mg/day  of  methadone  for  14 
months  prior  to  parturition.  After  35  weeks  of 
gestation,  she  gave  birth  to  a 2.4  kg.  male.  Al- 
though the  infant  showed  no  signs  of  with- 
drawal, he  was  placed  on  6 mg/kg/day  of 
phenobarbital. 

Case  2:  A mother  of  three  who  had  been 
maintained  on  25  mg/day  of  methadone,  gave 
birth  to  a 2.4  kg.  male  after  35  weeks  of  gesta- 
tion. There  were  signs  of  mild  irritability  in  the 
infant  soon  after  birth,  and  he  was  maintained 
on  5 mg/kg/day  of  phenobarbital  for  nearly  two 
months. 

Case  3:  A 1.7  kg.  female  of  34  weeks  gesta- 
tional age  was  delivered  to  a mother  of  two  who 
had  been  maintained  on  20  mg/day  of 
methadone  for  one  year.  Showing  signs  of  with- 
drawal, the  infant  was  treated  with  5 mg/kg/day 
of  phenobarbital  for  five  days. 

Discussion 

Like  many  infants  born  to  narcotic-using 
mothers,  the  neonate  in  Case  1 probably  re- 
quired no  treatment.  Case  2 illustrates  overly- 
long  treatment;  in  this  syndrome  drugs  are 
usually  needed  for  less  than  two  weeks.  The  last 
case  exemplifies  reasonable  dosage  and  dura- 
tion of  pharmacotherapy  in  response  to  a con- 
firmed diagnosis  of  neonatal  narcotic  absti- 
nence syndrome. 
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Accurate  drug  therapy,  which  is  neither  ex- 
cessive nor  inadequate,  depends  upon  accurate 
diagnosis  of  the  neonatal  narcotic  withdrawal 
syndrome,  based  on  the  appearance  and  sever- 
ity of  such  signs  as  high-pitched  cry,  hyperactiv- 
ity, poor  feeding  or  tremors.  Other  signs  often, 
but  not  uniformly,  are  present.  They  may  vary 
in  severity,  and  their  interpretation  may  be 
complicated  by  the  presence  of  infectious  dis- 
eases, such  as  septicemia,  encephalitis,  and 
meningitis,  which  are  more  common  in  infants 
born  to  addicted  mothers. 

There  now  is  available  a simple  rating  scale' 
which  helps  to  guide  drug  therapy,  standardiz- 
ing criteria  for  diagnosis  of  the  syndrome  and 
determination  of  its  severity.  Briefly,  the  sys- 
tem works  as  follows; 

1)  All  infants  born  to  narcotic  users  are  rated 
by  nurses,  hourly  on  the  first  post-natal  day, 
every  two  hours  on  the  second,  and  every  four 
hours  therafter. 

2)  The  presence  or  absence  of  each  of  twenty 
common  signs  associated  with  neonatal  with- 
drawal (such  as  seizures,  high  pitched  crying, 
hyperactive  Moro  reflex,  and  resting  tremors)  is 
determined.  Each  positive  sign  contributes  a 
fixed  number  to  a total  pathology  score. 

3)  Newborns  scoring  7 or  less  are  not  treated, 
and  when  a treated  infant’s  score  descends  to  7, 
treatment  is  discontinued. 

4)  The  dosage  of  drugs  is  related  to  the  mag- 
nitude of  the  score.  As  the  withdrawal  phase 
fades,  an  infant’s  score  goes  down,  and  less 
medication  is  given. 

There  are  many  advantages  to  this  system. 
Asymptomatic  infants  do  not  receive  unneces- 
sary treatment.  Infants  requiring  treatment 
are  medicated  at  the  lowest  effective  dose  for 
only  the  indicated  period  of  time.  Kron,  et  al^ 
note  that  the  average  duration  of  treatment 
without  the  scoring  system  was  eight  days;  with 
it,  the  average  was  six.  'What  is  most  important 
is  that  these  infants  are  treated  according  to 
their  needs. 

What  drugs  should  be  used  for  this  syndrome? 
Chlorpromazine,  phenobarbital,  paregoric,  and 
diazepam  have  been  recommended  for  treat- 
ment of  neonatal  withdrawal. 


Fig.  1 . Nutrient  sucking  in  infants.  Normals  (A);  methadone  babies 
receiving  paregoric  (B),  phenobarbital  (C),  no  deto.xicant  (D), 
diazepam  (E).  Mean  ±S.E.M.  (Adapted  from  ref.  2.) 

Some  animal  studies  indicate  long-term  be- 
havioral effects  from  early  phenothiazine  expo- 
sure, and  some  case  reports  suggest  extra- 
pyramidal  disturbances  in  human  newborns 
exposed  in  utero  to  these  drugs.  For  these 
reasons  we  do  not  recommend  chlorpromazine 
as  the  drug  of  choice. 

Evidence  regarding  the  long  term  effects  of 
phenobarbital,  diazepam  and  paregoric  is 
equivocal.  But  their  effects  upon  nutritive  suck- 
ing behavior  have  been  examined.^  The  sucking 
measures  gathered  from  a control  group  of  in- 
fants with  normal  gestational  histories  were 
markedly  higher  than  those  from  a group  born 
to  methadone  users.  Medication  with 
phenobarbital,  paregoric,  or  diazepam  produced 
changes  in  the  measures  recorded  (Fig.  1). 

Normal  control  infants  consumed  roughly 
twice  as  much  nutrient  as  infants  born  to 
methadone  users.  Methadone  babies  treated 
with  paregoric  (0. 8-2.0  ml  in  6 divided  doses, 
p.o.)  consumed  more  than  those  treated  either 
with  phenobarbital  (8-15  mg/kg/day,  3 divided 
doses,  i.m.  or  p.o.)  or  with  no  detoxicant. 
Methadone  babies  treated  with  diazepam  ( 1-2,  q 
8h,  p.o.)  actually  consumed  less  than  unmedi- 
cated methadone  infants. 

There  are  several  points  to  be  made  here. 
First,  prenatal  exposure  to  narcotics  severely 
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impaii’s  the  newborn's  intake  of  nutrients;  this 
corresponds  well  with  the  observations  that 
these  infants  often  feed  poorly  and  gain  weight 
slowly.  Second,  pharmacotherapy  with  infants 
can  influence  nutrient  consumption;  in  the 
doses  studied,  paregoric  improves  intake, 
diazepam  impairs  it,  and  phenobarbital  has  no 
effect. 

Narcotic-exposed  infants,  who  are  often  un- 
derweight at  birth,  may  face  a grave  problem  in 
being  unable  to  gain  weight  in  their  first  month. 
Diazepam  may  exacerbate  this  problem, 
phenobarbital  may  not  help  it,  and  chlor- 
pi  omazine  may  induce  other  problems.  Accord- 
ingly, paregoric  (or  probably  better,  the  cam- 
phor-free tinctui’e  of  opium)  should  be  used,  for 
they  significantly  ameliorate  deficient  sucking 
behavior. 

Summary 

The  majority  of  infants  born  in  Denver  hospi- 


tals to  mothers  maintained  on  methadone  at  our 
clinic  were  treated  with  phenobarbital,  which 
may  not  be  maximally  effective  in  treating  the 
neonatal  narcotic  abstinence  syndrome.  At 
least  some  of  these  infants  also  were  treated 
much  too  long.  Current  research  on  this  syn- 
drome indicates  that  narcotic-containing  com- 
pounds, such  as  tincture  of  opium  or  paregoric, 
are  of  greater  value  than  phenobarbital  or 
diazepam  in  usual  pediatric  doses;  chlor- 
promazine  may  be  contraindicated  because  of 
possible  subtle,  long-term  effects  on  behavior. 
Drug  dose  and  duration  of  treatment  for  this 
syndrome  should  be  guided  by  a quantitative 
rating  of  the  severity  of  withdrawal  signs,  using 
a standardized  nurses'  rating  scale. 
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Transitional  low  blood  glucose  states 


Fred  D.  Hofeldt,  MD,  Denver,  Colorado* 


Introduction 

The  occurrence  of  blood  glucose  values  below 
50  mg/100  ml  during  the  performance  of  a ran- 
dom glucose  tolerance  test  is  frequently  ob- 
served in  normal  subjects.^  This  observation 
has  led  to  a number  of  recent  editorials  com- 
menting on  such  an  occurrence.^  ^ The  occur- 
rence of  this  biochemical  phenomenon  in  the 
majority  of  instances  is  not  associated  with  a 
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clinically  significant  disease  state.  Since  reac- 
tive hypoglycemia  is  a commonly  encountered 
disease,  the  physician  must  be  aware  of  the  dif- 
ferences between  this  bona  fide  disease  and 
transitional  low  blood  glucose  states.  In  order  to 
evaluate  the  frequency  of  occurrence  of  an 
asymptomatic  low  blood  glucose  value  during 
glucose  tolerance  testing,  we  randomly  sampled 
25  patients  being  seen  for  nonspecific  com- 
plaints in  our  outpatient  clinic.  A low  blood 
glucose  below  50  mg/100  ml  was  found  in  12 
patients. 
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TABLE  I 


DIFFERENTIAL  DIAGNOSIS  OF  SPELLS 

A.  Cardiovascular  Disease  D.  Endocrine-Metabolic  Disorders 


1.  Arrhythmias  (Sinus  arrest,  asystole, 
tachycardias,  PAT,  atrial  fibrillation  - 
flutter,  tachybradycardia  syndromes  to 
include  Sick  Sinus  Syndrome,  A.V.  dissocia- 
tion and  Stokes-Adams  Attacks) 

2.  Pulmonary  Emboli  and/or  Microemboli 

3.  Orthostatic  Hypotension  Syndromes 

4.  Da  Costa  Syndromes  (beta  adrenergic 
hyper- responsive  state) 

B.  Psychoneurological  Disease 

1.  Seizure  Disorders 

2.  Autonomic  Insufficiency 

3.  Hyperventilation  Syndrome 

4.  Anxiety  Neurosis 

5.  Hysteria 

C.  Gastrointestinal  Disorders 


1.  Hyperthyroidism 

2.  Hypothyroidism 

3.  Reactive  Hypoglycemia 

4.  Fasting  Hypoglycemia 

5 . Pheochromocytoma 

6.  Carcinoid  Syndrome 

7.  Hereditary  Angioneurotic  Edema 

8.  Urticaria  Pigmentosa 

9.  Hyperbradykininism 

10.  Addison's  Disease 

11.  Hypopituitarism 

12.  Hypothalamic-Pituitary  Dysfunction 

13.  Menopause 

E.  Miscellaneous  Disease 

1.  Sepsis 

2.  Anemia 

3.  Cachexia 


1.  Dumping  Syndrome  after  gastrointestinal 
surgery 

2.  Postprandial  physiological  dumping  without 
prior  gastrointestinal  surgery 

3.  Chinese-Restaurant  Syndrome 


Methods  and  Materials 

Twenty-five  patients  were  studied  with  a 
five-hour  oral  glucose  tolerance  test  for  evi- 
dence of  reactive  hypoglycemia.  These  patients 
presented  with  nonspecific  complaints  to  the 
general  outpatient  clinic  and  the  neurology 
clinic  for  evaluation  of  headaches  and  dizziness. 
Of  this  group  of  patients,  12  patients  were  found 
to  have  blood  glucose  values  below  50  mg/100 
ml  and  the  data  on  this  subgroup  is  presented 
for  analysis.  The  patients  consisted  of  nine 
females  and  three  males.  None  had  symptoms 
at  the  time  of  the  glucose  nadir.  The  age  range 
for  the  females  was  from  19  to  54  and  for  the 
males  from  22  to  55.  Each  patient  consumed  a 
300-gram  carbohydrate  diet  for  three  days  prior 
to  the  study.  A complete  history,  physical 
examination,  routine  laboratory  tests,  includ- 
ing thyroid  function  studies,  were  performed. 
All  oral  glucose  tolerance  test  was  performed  on 
all  individuals  using  100  grams  of  oral  glucose 
solution  (Pal-a-dex  ®).  Blood  glucose  levels  were 
determined  every  30  minutes  for  five  hours,  and 
immunoreactive  insulin  was  measured  every  30 
minutes  for  three  hours.  Plasma  cortisol  sam- 
ples were  measured  prior  to  the  administration 


of  glucose,  at  the  blood  glucose  nadir  as  deter- 
mined by  bedside  glucose  measurements  with 
the  Ames  Reflectance  Meter,  and  at  30  and  60 
minutes  later.  Since  the  glucose  levels  were 
monitored  throughout  the  test  with  the  Ames 
Reflectance  Meter,  an  immediate  knowledge  as 
to  the  configuration  of  the  glucose  curve  and  the 
blood  glucose  nadir  was  available.  All  blood 
samples  were  obtained  in  a non-traumatic 
manner  through  a continuous  slow  intravenous 
saline  infusion  with  a three-way  stop  cock. 
Samples  were  drawn  so  as  to  avoid  saline  dilu- 
tion. It  is  important  in  evaluating  patients  with 
reactive  h57pogiycemia  that  such  a sampling 
system  be  utilized,  as  the  stress  of  a ven- 
apuncture  may  activate  the  patient’s 
hypothalamic-pituitary-adrenal  axis  and  pro- 
vide ambiguous  cortisol  information.  Plasma 
glucose  was  measured  by  an  automatic  glucose 
oxidase  method.^  Immunoreactive  insulin  was 
measured  by  a charcoal  absorption  technic®, 
and  plasma  cortisol  as  by  a fluorimetric 
method.’^ 

Results 

The  results  of  the  12  patients  with  transi- 
tional asymptomatic  low  glucose  nadirs  (less 
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TRANSITIONAL  LOW  BLOOD  GLUCOSE  STATE 
CORTISOL  PEAK:  lOjULg/lOOmI 


Glucose-insulin  values  in  transitional  low  blood  glucose  states  are 
shown  compared  to  28  normal  control  subjects.  Top-hatched  area 
represents  mean  glucose  ± S.E.M.  and  bottom-hatched  area  mean 
insulin  ± S.E.M.  of  the  normal  control  group.  Mean  glucose  curve 
in  these  patients  ± S.E.M.  is  shown  in  the  solid  line  and  mean  insulin 
curve  ± S.E.M.  in  broken  line. 


+ represents  the  mean  plasma  glucose  IBS)  peak  for  the  group; 
and  * represents  the  mean  plasma  insulin  (IRI)  peak,  and  . repre- 
sents the  mean  plasma  glucose  nadir.  Cortisol  values  during  the 
glucose  test  showed  no  unusual  peak  values  following  the  glucose 
nadir  and  no  significant  rise  in  response  to  the  low  glucose  values. 
Mean  peak  cortisol  values  after  the  glucose  nadir  was  10  ugllOOml  - 
1 .3  mgIlOO  ml  with  a -1 .6  uglIOO  ml  mean  change  over  baseline 
cortisol  prior  to  the  glucose  nadir. 


than  50  mg/100  ml)  are  presented  in  Figure  1. 
The  patients’  glucose  curve  shows  a normal  con- 
figuration as  compared  to  28  normal  control 
subjects  studied  in  our  laboratory.  Likewise, 
their  insulin  secretion  is  not  significantly  diffe- 
rent from  that  seen  in  the  normal  subjects.  The 
mean  glucose  nadir  for  the  group  was  43  mg/100 
ml  ± 1.3  mg/100  ml.  These  patients  showed  no 
cortisol  rise  after  the  low  blood  glucose  level 
indicating  the  nonstressful  nature  of  this 
biochemical  parameter.  The  range  of  the  blood 
glucose  nadirs  was  34  to  48  mg/100  ml.  The 
mean  time  of  onset  of  the  gulcose  nadir  was  243 
± 20.1  minutes.  In  comparing  the  delay  bet- 
ween insulin  and  glucose  peaks,  there  was  no 
significant  delay  in  this  group  of  patients  when 
compared  to  normal  controls.  Patients’  mean 
fasting  plasma  cortisols  were  20.0-2.1  ug/100 
ml;  the  cortisol  value  at  the  time  of  glucose 
nadir  was  11.6  ± 1.3  ug/100  ml;  and  the  sub- 
sequent values  at  30  and  60  minutes  after  the 
nadir  showed  a cortisol  peak  of  10.0  ug/100  ml 
which  was  a decrease  over  the  baseline  value  of 
1.6  ug/100  ml  and  indicates  a nonstressful  na- 
ture of  the  transitional  glucose  value. 


Discussion 

The  symptoms  related  to  hypoglycemia  are 
nonspecific  and  are  seen  in  a variety  of  condi- 
tions as  listed  in  Table  1.  These  "spells”  fre- 
quently share  in  common  adrenergic  mediated 
symptoms  as  physiologic  response  to  stress  or 
changing  body  homeostasis.  Inasmuch  as  these 
symptoms  are  also  seen  in  anxiety  neurosis  and 
hyperventilation  syndromes,  the  condition, 
hypoglycemia,  has  obtained  considerable  popu- 
larity in  the  lay  literature.  Thus,  hypoglycemia 
enjoys  great  popularity  in  the  public’s  eye  as  a 
medical  condition  which  frequently  provides  an 
explanation  for  the  many  varied  and 
nonspecific  symptoms  which  occur  in  daily  life. 
Subsequent  well-documented  medical  studies 
into  this  disorder  have  been  hampered  by  its 
very  vagueness  and  lack  of  scientific  controls 
and  well-planned  studies.  We  have  employed 
strict  criteria  for  diagnosing  reactive  hypog- 
lycemia according  to  clinical  and  biochemical 
parameters.®  ® Reactive  hypoglycemia  exists  as 
a bona  fide  condition  when  the  patients’ 
symptoms  occur  simultaneous  with  the  nadir  in 
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blood  glucose.  Following  the  glucose  nadir  evi- 
dence of  hypothalamic-pituitary-adrenal  re- 
sponsiveness as  manifest  by  rise  in  plasma  cor- 
tisol has  been  a useful  research  tool  for  provid- 
ing objective  evidence  for  evaluating  those  pa- 
tients with  low  blood  glucose  states.  The 
symptoms  of  which  these  patients  complain  are 
due  to  adrenergic  mechanisms  which  provide  an 
emergency  back-up  system  for  increasing  blood 
glucose  levels  through  increasing  hepatic  glu- 
cose output.  The  misattributes  of  the  physician 
in  over-diagnosing  this  condition  most  likely 
occurs  because  of  the  frequency  of  which  low 
blood  glucose  values  occur  during  the  postpran- 
dial state  when  patients  with  spells  are 
evaluated  with  a five-hour  glucose  tolerance 
test.  Cahill  and  Soeldner^  describe  23  per  cent  of 
a normal  population  as  having  low  glucose  val- 
ues below  50  mg/100  ml,  and  the  occasional 
patient  as  having  blood  glucose  values  of  35 
mg/100  ml  while  asymptomatic.  Likewise, 
Fariss^"  in  screening  a random  population  with 
postprandial  blood  glucose  determinations 
found  a number  of  asymptomatic  individuals. 
Lfsing  continuous  plasma  glucose  monitoring. 
Burns  et  aF  showed  that  approximately  42  per 
cent  of  normal  subjects  had  glucose  nadirs  that 
were  below  50  mg/100  ml.  Likewise,  according 
to  the  model  that  we  have  previously  defined, 
we  have  studied  an  outpatient  population  with 
nonspecific  complaints  and  had  noted  the  fre- 
quent occurrence  of  "hypoglycemia”  in  this 
group  of  25  such  patients  of  which  approxi- 
mately 48  per  cent  had  the  glucose  value  below 
50  mg/100  ml  and  had  no  symptoms  coincident 
with  the  nadir  in  the  blood  glucose  curve  (Fi- 
gure 1).  The  nadir  plasma  glucose  value  for  the 
group  was  43  mg/100  ml  ± 1.3  mg/100  ml  (mean 
+ SEM).  The  range  of  glucose  nadirs  in  this 
group  were  34  to  48  mg/100  ml.  Also  shown  in 
Figure  1 is  lack  of  evidence  of  pathophysiologi- 
cal stress  cortisol  response  to  the  glucose  nadir. 
Thus,  in  our  experience,  such  patients  with 
asymptomatic  low  blood  glucose  values  below 
50  mg/100  ml  are  frequently  observed.  These 
low  glucose  values  may  occur  during  a glucose 
tolerance  test  and  most  likely  represent  the 
summation  of  metabolic  events  that  occur  when 
the  body’s  intermediary  metabolism  is  shifted 
from  fed  to  the  fasting  state.  Plasma  glucose 
levels  late  in  the  fed  state  would  fall  to  danger- 
ously low  values  if  it  were  not  a simultaneous 
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and  timely  increase  in  hepatic  glucose  output 
which  heralds  at  the  beginning  of  the  fasting 
state.  Thus,  the  nadir  in  the  blood  glucose  curve 
occurs  as  an  important  metabolic  event  and  can 
be  conceptually  viewed  as  a transition  point  or 
"switch  point”  in  the  intermediary  metabolism 
between  the  events  of  the  fed  and  fasting  state 
as  described.  Because  of  the  relatively  frequent 
occurrence  of  this  biochemically  low  blood  glu- 
cose value  in  a population  and  the  connotation 
that  hypoglycemia  has  with  the  public,  we  have 
chosen  the  term  transitional  low  blood  glucose 
state  to  define  this  normal  sequence  in  inter- 
mediary glucose  metabolism. 

Patients  who  have  reactive  hyqioglycemia 
tend  to  manifest  variations  of  the  neurotic  triad 
as  part  of  their  personality  profile. “ The  fre- 
quent occurrence  of  hysteria  and  hyper- 
somatiziation  in  a patient  population  leads  a 
physician  to  be  overzealous  in  searching  for  an 
etiology  to  account  for  the  patient’s  "spells”. 
Because  of  the  frequency  of  which  asymptoma- 
tic low  blood  glucose  values  occur  in  a patient 
population,  the  physician  may  misattribute  the 
biochemical  hypoglycemia  states  as  being  clini- 
cally significant.  Inasmuch  as  this  diagnosis 
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may  be  a mutual  stand-off  between  patient  and 
physician,  the  diagnosis  of  hypoglycemia  is  ac- 
cepted by  both.  The  most  likely  diagnosis  would 
be  "non-hypoglycemia”  or  transitional  low 
blood  glucose  state.  Because  of  this  pitfall, 
physicians  should  be  aware  of  the  recent  con- 
troversial issues  on  reactive  hypoglycemia. 
Reactive  hypoglycemia  should  be  strictly  de- 
fined as  a clinical  entity  in  which  there  is  a 


timely  occurrence  of  symptoms  coincident  with 
low  blood  glucose.  It  is  because  of  the  frequent 
occurrence  of  the  transitional  low  blood  glucose 
value  that  the  physician  and  public  deserve  a 
major  re-education. 
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Viral  hepatitis  update  1978 


John  W.  Schaefer,  MD,  Denver,  Colorado 


Perhaps  no  other  field  in  medicine  can  match 
the  remarkable  advances  that  have  been  made 
in  the  understanding  of  viral  hepatitis  over  the 
past  decade.  The  advances  are  mostly  related  to 
the  development  of  sensitive  viral  immuno- 
diagnostic  tests.  These  tests  frequently  permit 
specific  virologic  diagnosis,  and  afford  valuable 
epidemiologic  information  such  as  modes  of 
transmission,  prevalence  of  carrier  states,  de- 
gree of  infectivity,  state  of  immunity  and  effec- 
tiveness of  immunoprophylaxis. 


HEPATITIS  B 

In  1965  Dr.  Bernard  Blumberg  reported  the 
discovery  of  a unique  antigen  in  the  serum  of  an 
Australian  aborigine.^  By  1968  this  Australia 
antigen  was  known  to  be  a specific  marker  for 
the  hepatitis  B virus  (HBV).  The  subsequently 
developed  immunologic  tests  and  viral  particles 
identified  by  electron  microscopy  are  shown  in 
Table  I.  Fig.  1 depicts  the  chronology  of 
serologic  events  for  typical  hepatitis  B. 
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Serologic  surveys  have  revealed  important 
epidemiologic  data  of  hepatitis  B.  In  the  U.S. 
about  0.2  per  cent  of  the  general  population  are 
chronic  carriers  of  HBs  Ag.  For  less  well  de- 
veloped areas  such  as  parts  of  Africa  and  Asia 
the  carrier  rate  varies  from  5-10  per  cent.  World 
wide,  it  is  estimated  that  120  million  people  are 
chronically  infected  with  the  HBV. 

Within  the  U.S.  certain  groups  are  at  in- 
creased risk  for  HBV  infections:  illicit  paren- 
teral drug  users;  male  homosexuals;  im- 
munosupressed  hemodialysis,  tumor  and 
transplant  patients;  and  health  care  workers. 
Sexual  partners  of  patients  with  acute  hepatitis 
B and  infants  born  of  mothers  with  hepatitis  in 
the  last  trimester  of  pregnancy  are  also  at  high 
risk. 

Acute  hepatitis  B accounts  for  approximately 
50  per  cent  of  adult  sporadic  hepatitis.  It  also 
causes  the  majority  of  hepatitis  deaths,  which, 
fortunately,  is  an  uncommon  complication.  Ap- 
proximately 10  per  cent  of  patients  with  acute 
hepatitis  B fail  to  clear  HBs  Ag  from  the  blood 
within  3 months  and  become  chronic  carriers. 
The  factors  leading  to  the  chronic  carrier  state 
are  unknown,  but  seem  to  relate  to  the  patient’s 
immune  reaction.  Such  patients  fail  to  develop 
neutralizing  anti-HBs  but  maintain  a high  level 
of  antibody  to  core  antigen,  anti-HBc.  Most  of 
these  patients  with  persisting  HBs  Ag  positive 
serum  after  acute  hepatitis  will  have  a form  of 
chronic  active  liver  disease  either  chronic  per- 
sistent hepatitis  or  less  commonly  chronic  ac- 
tive hepatitis.  On  the  other  hand  fortuitously 
discovered  asymptomatic  HBs  Ag  carriers,  as  in 
blood  donor  surveys,  may  also  have  chronic 
hepatitis,  but  many  have  little  or  no  detectable 
liver  disease. 

Post-transfusion  hepatitis  B has  been  sig- 
nificantly reduced  by  restricted  use  of  high  risk 
commercial  blood  and  routine  screening  of  blood 
donors  for  HBs  Ag.  At  present  less  than  10  per 
cent  of  post-transfusion  hepatitis  is  due  to 
hepatitis  B,  presumably  from  donors  with  very 
low  or  fluctuating  titers  of  HBs  Ag  that  escape 
detection  by  the  radoioimmunoassay  screen. 

The  exact  model s)  of  non-parenteral  spread  of 
HBV  is  unknown.  Prolonged  intimate  and  espe- 
cially sexual  exposure  are  most  often  impli- 
cated. Of  interest  HBs  Ag  has  been  identified  in 
a variety  of  body  fluids  other  than  blood  includ- 
ing saliva,  semen,  vaginal  secretions,  breast 
milk,  tears,  and  urine  but  not  feces. 


Another  serum  antigen,  e antigen  (e  Ag),  has 
been  identified  in  HBs  Ag  positive  patients.  The 
specific  nature  and  function  of  the  e Ag  has  not 
been  determined,  but  it  is  known  to  be  as- 
sociated with  rapid  HBV  replication,  detectable 
serum  DNA  polymerase  and  numerous  circulat- 
ing Dane  (HBV)  particles.  The  e Ag  appears 
early  in  the  course  of  acute  hepatitis  and  is 
promptly  cleared  from  the  blood  in  most  pa- 
tients. Persistence  of  e Ag  portends  the  de- 
velopment of  chronic  active  liver  disease  and 
enhances  the  risk  of  infectivity  for  others.  In 
Asia  mothers  who  are  chronic  HBs  Ag  carriers 
with  persistent  e Ag  readily  transmit  HBV  in- 
fection to  their  newborn  infants.  These  infants 
usually  do  not  develop  clinical  hepatitis,  but 
they  become  chronic  HBs  Ag  carriers.  Tests  for  e 
Ag  are  only  available  in  research  laboratories 
but  soon  may  be  generally  available. 

HEPATITIS  A 

Dr.  Finestone  identified  the  27  nm  RNA 
hepatitis  A virus  in  1973  by  immune  electron 
microscopy.^  In  1975  Hilleman’s  group  reported 
a serologic  test  for  detection  of  convalescent 
anti-HA  antibody  which  confers  specific  long 
term  immunity.^  The  viremic  and  fecal  shed- 
ding period  in  hepatitis  A are  relatively  brief. 
Patients  are  most  infectious  during  the  latter 
phase  of  the  incubation  period  for  one  or  two 
weeks  before  onset  of  symptoms.  The  virus  dis- 
appears from  both  the  blood  and  intestinal  tract 
within  the  first  week  of  illness.  Spread  is  almost 
always  person  to  person  by  fecal  contamination. 

During  the  acute  illness  of  hepatitis  A a 
transient  elevation  of  a hepatitis  A specific  IgM 
antibody  allows  an  accurate  diagnosis  (Fig  2). 
This  test  is  not  yet  commercially  available. 
Serologic  confirmation  of  hepatitis  A can  be  ob- 
tained during  convalescence  by  a rising  titer  of 
IgG  anti-HA  antibody.  Approximately  50  per 
cent  of  the  population  in  the  U.S.  have  protec- 
tive levels  of  anti-HA  mostly  acquired  from  in- 
apparent  infection.  Prevalence  of  anti-HA  in- 
creases with  age  and  is  higher  in  lower  socio- 
economic populations. 

Hepatitis  A very  rarely  causes  fulminant 
hepatitis  and  does  not  lead  to  chronic  active 
liver  disease.  A chronic  carrier  state  has  not 
been  documented.  Due  to  the  short  self-limited 
viremic  phase  hepatitis  A only  rarely  causes 
post-transfusion  hepatitis. 
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ACUTE  HEPATITIS  B SEROLOGY 


Fig.  1 . The  serologic  events  of  typical  hepatitis  B in  months  after 
exposure. 

NON  A NON  B HEPATITIS 

Non  A non  B hepatitis  is  viral  hepatitis  in  the 
absence  of  serologic  evidence  for  infection  with 
hepatitis  A virus,  hepatitis  B virus,  or  the  less 
commonly  encountered  cyto-megalovirus 
(CMV)  and  Epstein-Barr  virus  (EBV).  Al- 
though long  suspected,  the  importance  of  non  A 
non  B hepatitis  was  first  established  by  Dr. 
Prince  in  a 1974  study  of  post-transfusion 
hepatitis.^  Subsequent  reports  confirm  that  90 
per  cent  of  post-transfusion  hepatitis  is  now  non 
A non  B.  It  also  accounts  for  20  per  cent  of  adult 
sporadic  hepatitis. 

Several  epidemiologic  features  implicate 
more  than  one  virus  causing  non  A non  B 
hepatitis.  Cases  clustered  about  a short  incuba- 
tion (2-4  weeks)  and  a long  incubation  (10-20 
weeks),  and  multiple  episodes  of  acute  non  A 
non  B hepatitis  in  drug  abusers  suggest  several 
distinct  viruses.  This  form  of  hepatitis  is  fre- 
quently spread  by  the  parenteral  route,  and 
non-parenteral  transmission  was  found  in  a 
hepatitis  surveillance  study  in  Costa  Rica.^  As 
with  hepatitis  B elimination  of  commercial 
blood  donors  significantly  reduces  the  incidence 
of  non  A non  B post-transfusion  hepatitis.  At 
present  there  are  no  specific  serologic  markers 
and  thus  no  screening  of  donor  blood.  Recently, 
workers  at  the  CDC  have  identified  by  immune 
electron  microscopy  viral  particles  recovered 
from  non  A non  B hepatitis.  Hopefully,  as  with 
hepatitis  A and  B specific  serologic  tests  for  non 
A non  B hepatitis  will  soon  follow.  The  first  fully 
characterized  virus  will  likely  be  called 
hepatitis  C. 

Non  A non  B hepatitis  may  cause  fulminant 
hepatitis,  but  the  acute  and  chronic  forms  of 


ACUTE  HEPATITIS  A SEROLOGY 


WEEKS 

Fig.  2.  The  serologic  events  of  typical  hepatitis  A in  weeks  after 
exposure. 

illness  appear  on  average  to  be  less  severe  com- 
pared to  hepatitis  B.  There  is  an  unfortunately 
high  20-40  per  cent  incidence  of  prolonged 
hepatitis  with  non  A non  B hepatitis.  The 
majority  of  prolonged  cases  are  anicteric  and 
may  eventually  recover.  Chronic  active  liver 
disease  with  cirrhosis,  however,  has  been 
documented.  Transmission  studies  in  man  and 
experimental  animals  have  identified  a chronic 
carrier  state. 

IMMUNOPROPHYLAXIS 

Hepatitis  A:  Conventional  immune  serum 
globulin  (ISG)  is  90  per  cent  effective  in  pre- 
venting or  attenuating  the  severity  of  hepatitis 

A.  It  is  recommended  for  all  close  personal  con- 
tacts in  the  dosage  of  .02  ml/kg.  Susceptible 
persons  contemplating  prolonged  travel  or  tem- 
porary residence  in  know  endemic  areas  will 
benefit  from  ISG  .05  ml/kg  at  3-4  month  inter- 
vals. 

Hepatitis  B:  Immune  serum  globulin  (ISG) 
prepared  after  1972  contains  low  titer  of  anti- 
HBs  Hepatitis  B immune  globulin  (HBIG)  with 
high  titer  anti-HBs.  Both  may  be  partially  pro- 
tective especially  in  low  inoculum  exposure. 
The  theoretical  advantage  of  HBIG  over  ISG 
remains  to  be  established,  and  HGIB  is  approx- 
imately 10  times  as  expensive  as  ISG. 

ISG. 

At  present  HBIG  is  warranted  only  in  pa- 
tients with  a known  parenteral  or  direct 
mucosal  exposure  to  HBs  Ag  positive  materials. 
Some  authorities  urge  its  use  for  the  susceptible 
sexual  partners  of  patients  with  acute  hepatitis 

B.  HBIG  is  administered  in  a 3-5  ml  dose  on  two 
occasions  30  days  apart. 
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TABLE  1 

I mmunose ro 1 ogy  and  Viral  Particles  of  Hepatitis  B 

HB  Ag  Hepatitis  B surface  antigen;  formerly 

^ Australia  antigen;  22  nm  spheres  and 

200  nm  rods;  noninfective  lipoprotein 
viral  coat  produced  in  excess  In  hep- 
atocyte  cytoplasm;  antigenic  subtypes 
adw,ayw,  adr,  ayr 

HB  Ag  Hepatitis  B core  antigen;  27  nm  core 

of  Dane  particle;  contains  DMA  and 
DMA  polymerase;  found  in  hepatocyte 
nuc 1 eus 


Non  A non  B hepatitis:  Since  serologic  tests 
are  not  available  there  are  no  critical  studies  on 
effectiveness  of  passive  immunization.  Several 
clinical  studies  suggest  that  ISG  may  be  of  ben- 
efit, but  no  recommendation  for  ISG  use  can  be 
made  at  this  time. 

FUTURE 


Dane  particle  Hepatitis  B virus  (HBV)  ; k2  nm  part" 

icle  with  HB  Ag  coat  and  H8  Ag  core 
s ^ c ^ 

Anti-HB  Serum  antibody  to  HB  Ag ; confers  spec- 

ific  long  term  immunity 


Anti-HB  Serum  antibody  to  HB  Ag ; appears 

^ early  and  persists  In  HB  Ag  carrier 

state  ^ 


e Ag  “e"  antigen;  only  in  HB  Ag  positive 

serum;  correlates  with  rlpld  hepatit- 
is B viral  replication^  detectable  DMA 
polymerase  In  serum,  and  high  infect- 
i vl  ty 

ISG  with  low  titer  anti-HBs  in  a 5 ml  dose 
repeated  in  30  days  is  apparently  useful,  as 
above,  when  HBIG  is  not  available.  It  may  also 
be  recommended  as  pre-exposure  prophylaxis 
for  persons  spending  a limited  time  in  a high 
risk  endemic  setting. 


A hepatitis  B vaccine  is  now  being  developed. 
The  vaccine  utilizes  purified  HBs  Ag  obtained 
from  serum  of  high  titer  chronic  carriers.  In 
preliminary  studies  the  vaccine  has  proved  ef- 
fective and  safe  in  experimental  animals  and  in 
very  limited  human  trials.  At  this  time  there  is 
no  prospect  for  a vaccine  for  hepatitis  A. 

In  experimental  studies  of  patients  and  chim- 
panzees with  chronic  hepatitis  B infections  in- 
terferon, an  anti-viral  protein,  has  produced 
transient  reduction  in  the  serologic  markers  of 
active  infection  during  the  period  of  administ- 
ration. Although  direct  anti-viral  therapy  is  an 
exciting  prospect,  at  present  it  remains  specula- 
tive and  investigative. 
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Director  Named  to  National  Group 


Franklin  Yoder,  MD,  director  of  the  Weld  County  Health 
Department,  has  been  elected  to  a two-year  term  on  the 
governing  council  of  the  American  Public  Health  Associa- 
tion. During  the  October  meeting  at  Los  Angeles  Dr.  Yoder 
chaired  a panel  on  the  future  of  home  health  care. 


Bobbins  Award  to  Dr.  Langstaff 

Sam  Langstaff,  MD,  Littleton,  Colorado  General  Prac- 
titioner, was  awarded  the  Robbins  Award  during  the  An- 
nual Session  of  the  Colorado  Medical  Society  in  September 
for  service  to  his  community. 


A AFP  Fellows  Named 


University  of  Colorado  Medical  Center 


Among  a number  of  Colorado  physicians  named  fellows  of 
the  American  Academy  of  Family  Physicians  are  Dr.  Ver- 
non D.  Ritzman,  Wheat  Ridge;  Dr.  Darryl  Province,  Pueblo, 
and  Dr.  Robert  S.  Ivker,  Littleton. 


Two  Denver  Doctors  Named  ACCP  Fellows 

Among  a group  of  160  physicians  and  surgeons  named  in 
November  to  the  American  College  of  Chest  Physicians  are 
Paul  T.  Davidson,  MD,  and  Valdemar  A.Y.  Lindquist,  MD, 
both  of  Denver. 


Starzl  Honored 

Thomas  E.  Starzl,  MD,  PhD,  Professor  of  Surgery  and 
Chairman  of  the  Department  of  Surgery  at  the  U Diversity  of 
Colorado  has  been  named  the  1978  recipient  of  the  National 
Kidney  Foundation’s  David  M.  Hume  Memorial  Award. 

Dr.  Starzl  was  honored  for  being  one  of  the  early  pioneers 
in  kidney  transplantation  which  he  began  doing  in  the  early 
1960s.  He  also  performed  some  of  the  first  successful  liver 
transplants.  Dr.  Starzl  has  also  been  a prolific  contributor  to 
the  professional  literature  on  kidney  transplantation. 


Boulder  Writer  Honored 

Diana  Korte,  special  writer  for  the  Boulder  Daily  Camera 
was  honored  by  the  American  Academy  of  Pediatrics  in 
October,  winning  first  place  in  the  division  of  newspapers 
with  a circulation  of  under  100,000  for  her  article,  "Mate- 
rial-Infant Bonding,’’  which  appeared  in  the  January  29, 
1978  issue  of  Focus,  Sunday  magazine  of  the  newspaper. 


Baikaiiy  Covered  by  Medical  World  News 

Work  by  Thomas  Balkany,  MD,  at  the  University  of  Col- 
orado Medical  Center  on  correcting  the  hearing  problems  of 
children  with  Down’s  syndrome,  which  can  assist  them  in 
escaping  institutionalization,  was  covered  in  the  November 
13, 1978  issue  of  Medical  World  News.  Dr.  Balkany  and  his 
research  colleagues  found  that  78%  of  107  patients  seen 
consecutively  had  hearing  losses  severe  enough  to  impair 
the  performance  of  normal  children. 


Doctor  Dudley  Honored 

James  R.  Dudley,  MD,  Windsor,  Colorado  native,  and  now 
a Family  Practitioner  in  Windsor,  was  honored  this  fall  at 
the  Windsor  University  Homecoming  game  as  the  honored 
alumnus  for  1978.  Dudley,  a 1964  honor  graduate  at 
Windsor  High  School,  took  up  practice  in  Windsor  this  year 
after  three  years  at  Leadville,  following  his  graduation  from 
the  University  of  Colorado  Medical  School  and  a residency 
at  the  University  of  Utah,  completed  in  1975. 


Silver  Award  Presented 

Patricia  Rooney,  PhD,  faculty  member  at  the  School  of 
Nursing  and  School  of  Medicine  at  the  University  of  Col- 
orado, was  given  the  Henry  K.  Silver  Award  by  the  National 
Association  of  Pediatric  Nurse  Associates  and  Practitioners 
for  her  contributions  to  the  field  of  child  health  care. 


Locke  Given  Honor 

S.  Jack  Locke,  MD,  Advisor  to  the  Governor  of  Colorado 
on  Rural  Health,  was  given  an  award  in  October  for  out- 
standing contributions  to  the  field  of  obstetrics  at  the 
Perinatal  Medicine  Postgraduate  Course  held  in  Snowmass. 
According  to  Dr.  Edgar  Makowski,  chairman  of  the  obstet- 
rics department  at  the  University  of  Colorado  Medical 
Center,  sponsor  of  the  Course,  Locke  was  cited  for  his  "devo- 
tion to  maternal  and  child  care,  particularly  in  rural  areas.” 


Brethouwer  Recognized  at  Clinics 

Norman  A.  Brethouwer,  MD,  Montrose  General  Prac- 
titioner, was  honorrf  in  October  at  the  7th  Annual  Fall 
Clinics  in  Montrose  for  outstanding  service  to  the  Montrose 
Memorial  Hospital  and  the  community. 


There  is  still  an  urgent  need  for  two  issues  of  the  Rocky 
Mountain  Medical  Journal.  If  there  are  copies  of  the  May! 
June  issue,  Number  3,  and  the  July/Ai^ust  issue,  Number  4 
you  could  let  us  have,  we  would  be  most  grateful. 
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William  A.  H.  Rettberg,  MD 
102nd  Past  President 
Colorado  Medical  Society 

Doctor  William  A.  H. 

Rettberg,  102nd  President 
of  the  Colorado  Medical  Soc- 
iety, died  in  New  Orleans  on 
November  10,  1978,  at  the 
age  of  71. 

Dr.  Rettberg  was  execu- 
tive director  of  the  Belle 
Bonfils  Memorial  Blood 
Center  at  the  time  of  his 
death,  and  had  been  attend- 
ing the  annual  meeting  of 
the  American  Association  of 
Blood  Banks  in  New  Or- 
leans. 


He  had  been  director  of  the  Center  from  1958  to 
1977,  when  he  became  its  executive  director. 

Rettberg  was  born  April  16, 1907,  in  Peoria,  111.  He 
was  graduated  from  the  University  of  Illinois  and 
attended  the  University  of  Colorado  Medical  Center 
specializing  in  hematology.  He  received  his  M.D.  in 
1935. 

Since  1954  he  had  been  an  associate  clinical  profes- 
sor at  the  University  of  Colorado  School  of  Medicine 
and  served  on  the  active  staff  of  Colorado  General 
Hospital  and  Denver  General  Hospital. 

He  served  on  the  consulting  staff  of  Presbyterian 
Medical  Centers,  Children’s  Hospital,  St.  Luke’s 
Hospital,  St.  Joseph  Hospital,  Rose  Medical  Center, 
St.  Anthony  Hospital  Systems  and  Veterans  Ad- 
ministration Medical  Center. 

Rettberg  was  a Fellow  of  the  American  College  of 
Physicians,  a past  director  of  American  Association 
of  Blood  Banks,  medical  advisor  of  Colorado 
Leukemia  Society  and  served  on  the  Colorado 
Hemophilia  Advisory  Committee  and  American 
Medical  Association  Committee  on  Transfusion  and 
Transplantation.  He  also  served  on  many  committees 
of  the  County  and  State  Medical  Society. 

In  1935  he  was  married  to  Esther  Ris  in  Denver, 
who  survives. 


Howard  T.  Robertson,  MD 
104th  Past  President 
Colorado  Medical  Society 


Robertson  was  married  again  on  October  1,  1969,  in 
Columbia,  Mo.,  to  Anne  Modlin. 

Robertson  was  director  of  surgical  education  at  St. 
Joseph  Hospital.  Before  taking  that  position  he  was  a 
general  surgeon  in  private  practice,  affiliated  with 
the  University  of  Colorado  Medical  School  as  clinical 
professor  of  surgery. 

He  had  been  president  of  the  Southwestern  Surgi- 
cal Congress,  and  was  past  president  of  the  Colorado 
Blue  Shield  board  of  trustees,  the  Colorado  Chapter 
of  the  American  College  of  Surgeons,  and  the  Denver 
Academy  of  Surgery. 

Robertson’s  survivors  include  his  wife,  Anne,  of 
Denver;  a daughter,  Mrs.  Ann  E.  Deakyne  of  Glen- 
view, 111;  two  sons.  Dr.  H.  Thomas  Robertson  II  of 
Seattle,  and  John  D.  Robertson  of  Eugene,  Ore.;  a 
brother.  Dr.  E.  Norris  Robertson  II  of  Oklahoma  City; 
his  adoptive  mother,  Mrs.  Eva  Mae  Robertson  of  Con- 
cordia; and  four  granddaughters. 


Doctor  Howard  T. 

Robertson,  104th  Presi- 
dent of  the  Colorado  Medi- 
cal Society,  died  after  a long 
illness  on  November  25, 

1978.  He  was  63. 

He  was  born  June  18, 

1915,  in  Concordia,  Kansas. 

He  was  graduated  from  the 
University  of  Kansas  and 
earned  his  M.D.  at 
Washington  University  in 
St.  Louis. 

He  was  married  De- 
cember 21,  1940  in  Chicago 
to  Mary  Ellen  DeMotte.  Mrs.  Robertson  died  in  1969. 


Doctor  Portia  McKnight  Lubchenco,  a promi- 
nent Colorado  physician,  known  as  Dr.  Portia,  died  at 
91  in  Denver  on  November  27,  1978. 

Born  August  6, 1887,  in  Paxville,  S.C.,  she  was  the 
first  woman  to  be  graduated  from  North  Carolina 
Medical  College  in  Chapel  Hill. 

Following  her  marriage  to  Alexis  Lubchenco  in 
November  1912,  she  and  her  husband,  a Russian 
agronomist  who  was  studying  in  the  United  States, 


lived  in  Russia,  where  she  did  postgraduate  work  at 
the  University  of  Moscow,  until  the  Bolshevik  re- 
volution in  1917.  They  came  to  Colorado  in  1931  and 
Dr.  Lubchenco  practiced  medicine  in  Haxtun  and 
Sterling.  Lubchenco  died  in  1941.  She  "retired”  in 
1966  when  she  was  78.  She  then  came  to  Denver  and 
joined  The  Denver  Clinic  to  work  mainly  with  nurs- 
ing home  patients. 

Dr.  Lubchenco  was  named  Colorado  Mother  of  the 
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Year  in  1954.  In  1972,  upon  her  "retirement,”  she 
was  honored  by  the  staff  at  The  Denver  Clinic.  The 
Colorado  Medical  Society  nominated  her  for  its 
highest  award,  the  Certificate  of  Service,  for  her 
contributions  to  public  health. 

She  collaborated  with  her  friend,  the  late  Anna  C. 
Petteys  of  Sterling  on  her  autobiography,  "Dr.  Por- 
tia.” 

Dr.  Lubchenco  was  named  Woman  of  the  Year  by 
the  Sterling  Chapter  of  the  Business  and  Profes- 
sional Women’s  Club  in  1958. 


She  was  the  first  president  of  the  Logan  County 
Hospital,  and  belonged  to  the  Fifty-Year  Club  of 
American  Medicine.  Dr.  Lubchenco  was  secretary- 
treasurer  of  the  Northeast  Colorado  Medical  Society 
and  a member  of  the  American  Academy  of  General 
Practice,  the  Colorado  Medical  Society,  and  the 
American  Medical  Association. 

Dr.  Lubchenco  is  survived  by  two  sons.  Dr. 
Michael  A.  Lubchenco  and  Dr.  Alexis  E.  Lubchenco 
of  Denver;  two  daughters.  Dr.  Lula  Lubchenco 
Josephson  of  Denver  and  Portia  Whitaker  of  Aspen. 


Doctor  John  Steel  BenweU  died  September  13, 
1978  in  Denver.  He  was  66. 

Born  in  Denver  on  May  1,  1912,  he  attended 
Corona  Elementary  School,  Morey  Junior  High 
School  and  East  High  School.  He  attended  Phillips 
Andover  and  University  of  Denver,  and  was 
graduated  from  Princeton  University  and  the  Uni- 
versity of  Colorado  Medical  School  where  he  received 
his  M.D.  in  1941.  He  was  a member  of  Beta  Theta  Pi. 

He  was  chief  surgeon  for  Union  Pacific  Railroad 
from  1950  to  1970  and  a hospital  physician  for  United 


and  Frontier  Airlines  and  Denver  Union  Terminal. 
He  also  was  an  examining  physician  for  Pepsi-Cola 
Bottling  Co.  He  was  in  private  practice  until  1970. 

Surviving,  in  addition  to  his  wife,  are  four 
daughters,  Margaret  Brooke  Anthony  of  Min- 
neapolis, Minn.,  Mary  Jo  Larsen  of  San  Francisco, 
Calif.,  Christine  McClure  of  Lafayette,  Calif.,  and 
Pamela  Ori  of  Arlington  Heights,  111.;  three  stepsons, 
Mark  W.  Thomas,  David  P.  Thomas  and  Jeffrey  C. 
Thomas,  all  of  Denver. 


Doctor  Paul  Hartendorp  of  Denver  died  October 
4,  1978  at  the  age  of  82. 

He  was  bom  February  25,  1896,  in  Haarlem,  the 
Netherlands,  and  was  educated  in  Denver.  He  was 
graduated  from  Creighton  Medical  School  in  June 
1928. 

Hartendorp  came  to  Denver  in  1928  and  was  mar- 
ried to  Mildred  Walker  on  September  11,  1929  in 
Denver. 

He  was  a doctor  in  the  Denver  area  for  50  years 
until  his  retirement  in  1964. 


Hartendorp  was  a member  of  the  American  Medi- 
cal Association,  the  Colorado  Medical  Society,  and 
was  the  first  medical  director  for  the  Colorado  De- 
partment of  Welfare. 

Surviving,  in  addition  to  his  wife,  are  two 
daughters,  Norma  Hatfield  of  California  and  Diann 
Kropp  of  Denver. 


John  C.  Mendenhall,  MD 
Editorial  Consultant 


WHY  SHOULD  A PHYSICIAA  BE 
C09^€ERIIIED  ABOUT  HOSPITAL 
HAAAGEMEOT? 


Because  we  think  it  affects  your  patient's  care. 

Ennployee  confidence  in  hospital 
management  improves  morale  and  attitude: 
two  major  prescriptions  in  the  care  your 
patients  receive. 

Shared  Service  Systems,  a non-profit 
organization  of  over  90  health  care  institutions 
in  the  Midwest,  can  provide  complete 
management  for  yourfacility  including  a highly 
trained  administrator  and  back-up  support  if 
and  when  required. 


for  more  information 
contact 


At  Shared  Service  Systems,  our  management 
philosophy  is  to  provide  effective  modern 
management  to  your  hospital  so  that  your 
patients  will  continue  to  receive  local,  cost 
effective  health  services. 

We  thought  you  should  know  about  us. 


SHARED  SERVICE  SYSTEMS 
1 725  So.  20th  Street 
Omaha,  Nebraska  68108 
or  Phone:  (402)  346-9008 


for  1979 
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THE 

BOOK  CORNER 


ONCOLOGY 

A Comprehensive  Approach  to  Rehabilitation  of  the  Cancer 
Patient:  E.A.  Smith.  N.Y.,  McGraw-Hill,  1975.  235  p.  Gift. 
Coping  and  Vulnerability  in  Cancer  Patients:  A.D.  Weisman  and 
W.  Worden.  Boston,  National  Cancer  Institute  Funding,  1977.  46  p. 
Gift. 

Modern  Radiation  Oncology:  H.A.  Gilbert  and  A.R.  Kagan. 
N.Y.,  Harper  & Row,  1978.  712  p.  $42.50. 

PUBLIC  HEALTH 

Health,  United  States  - 1976-77.  Washington,  D.C.,  G.P.O., 
1978.  441  p.  $5.00. 

MEDICINE 

Current  Medical  Diagnosis  and  Treatment:  M.A.  Krupp  and 
M.J.  Chatton.  Los  Altos,  CA,  Lange,  1978.  1098  p.  $17.00. 
Medical  Problem  Solving:  A.S.  Elstein.  Cambridge,  Mass.,  Har- 
vard University  Press,  1978.  330  p.  $22.50. 

Principles  and  Practice  of  Emergency  Medicine:  G.R.  Schwartz 
and  others.  Philadelphia,  Saunders,  1978.  2 v.  $70.00. 
Therapeutic  Exercise:  J.V.  Basmajian,  ed.  3rd  ed.  Baltimore, 
Williams  and  Wilkins,  1978.  600  p.  $34.50 

INFECTIOUS  DISEASES 

Viral  Hepatitis:  S.  Krugman.  Philadelphia,  Saunders,  1978.  147  p. 
(Major  problems  in  internal  medicine,  v.  15)  $14.50 

ORTHOPEDICS 

Backache:  I.  MacNab.  Baltimore,  Williams  & Wilkins,  1977.  235 
p.  $17.50. 

A Clinician’s  View  of  Neuromuscular  Diseases:  M.  Brooke.  Bal- 
timore. Williams  & Wilkins,  1977.  $21.00. 

Mechanisms  of  Localized  Bone  Loss:  J.E.  Horton  and  others,  ed. 
Washington,  D.C.,  Information  Retrieval,  Inc.,  1978.  454  p.  (A 
special  supplement  to  Calcified  Tissue  Abstracts) 

Orthopaedics:  S.L.  Turek.  3rded.  Philadelphia,  Lippincott,  1977. 
1574  p.  $79.00. 

Shands’  Handbook  of  Orthopedic  Surgery:  H.R.  Brashear  and 
R.B.  Raney,  ed.  9th  ed.  St.  Louis,  Mosby,  1978.  548  p.  $21.50. 
Symposium  on  Reconstruction  of  the  Knee,  Rochester,  N.Y., 
May  1976.  St.  Louis,  Mosby,  1978.  $37.50. 

CARDIOVASCULAR  MEDICINE 

The  Clinical  Recognition  of  Congenital  Heart  Disease:  J.K.  Per- 
loff.  2nd  ed.  Philadelphia,  Saunders,  1978.  781  p.  $32.50. 
Vascular  Trauma:  N.M.  Rich  and  F.C.  Spencer.  Philadelphia, 
Saunders,  1978.  610  p.  $38.50 

GASTROENTEROLOGY 

Carcinoma  of  the  Colon  and  Rectum:  W.E.  Enker,  ed.  Chicago, 
Year  Book,  1978.  414  p.  $33.00 

Gastrointestinal  Angiography:  S.R.  Reuter.  2nded.  Philadelphia, 
Saunders,  1978.  390  p.  (Saunders  monographs  in  clinical  radiol- 
ogy., V.  1)  $27.50. 

Hepatotrophic  Factors:  Symposium  on  Hepatotrophic  Factors, 
London,  1977.  N.Y.  Elsevier,  1977.  405  p.  (Ciba  Foundation  Sym- 
posium, new  series,  55)  Gift. 

UROLOGY 

Campbell’s  Urology:  J.H.  Harrison  and  others,  ed.  4th  ed. 
Philadelphia,  Saunders,  1978.  V.  I.  $50.00. 

Reconstructive Urologic Surgery:  F.E.  Steckel  and  J.A.  Libertino, 
ed.  Baltimore,  Williams  & Wilkins,  1977.  320  p. 
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Tablets 

PERCOCET-5  (E 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  {WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET’-5  should  be  cautioned  accordingly. 

Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 

When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 

pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 

Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERCOCET- -5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 

ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 

Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERCOCET* -5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERCOCET—5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Required. 

PERCOCET"  is  a U.S.  registered  trademark  of  Endo  Inc. 

findo  Inc. 

Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 

Subsidiary  of  the  DuPont  Company  

EDO  357E678 
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SOME  PEOPLE 
CAN  TOLERATE  ANYE 


Each  tablet  contains  5 mg  oxycod^T^dCI  (W^CRNING:  May  be  habit  fo/ming)  * 
^rid'325Tnf'acetamint>|)hen  (AFAP) ^ 


'K 


fOK  THOSE  yyHOp\m’'TPLEIVT 

□ indicated  for  moderate  to  moderately  severe 

□ contains  well-tolerated  acetaminophen  ^ 
□ provides  the  effective  analgesia  of  oxycodone 
□ scored  tablet  permits  finer  titration 

r _ • ^ ^ j V 


□ convenient,  econornical  q6h  dosage 


; BETTMANN  ARCHIVE 
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Please  see  opposite  page  for  brief  sammary  of  p'rescribm'g  information. 


WANT  ADS 


MEDICAL  OPPORTUNITIES 

PHYSIQAN  POSITION  SOUGHT  for  July  1.  1979.  Degree  from 
AAMC/AMA  accredited  medical  school  and  ability  to  obtain 
Wyoming  licensure  required.  Ability  to  relate  to  university  students 
and  function  in  health  care  team  setting  required.  Salary  range 
$30,768-$32,922.00.  Contact:  Victor  G.  Henry,  MD,  Director, 
Student  Health  Service,  University  Station,  Box  3068,  Laramie, 
Wyoming,  82071.  University  of  Wyoming  is  an  Affirmative  Ac- 
tion/Equal Opportunity  Employer.  M/F.  978-23-3B 

GASTROENTEROLOGIST  AVAILABLE,  31,  ABIM,  Univer- 
sity-trained. Clinically  oriented.  All  endoscopic  procedures  includ- 
ing ERCP,  Polypectomy,  etc.  Finish  training  June  1979.  Will  prac- 
tice some  general  medicine  if  needed.  Contact:  C.R.  McMurchy, 
MD,  3 Elliott  Street,  Charleston,  South  Carolina  29401. 

978-19-3B 

MEDICAL  DIRECTOR  for  a new  statewide  improved  Pregnancy 
Outcome  Program,  headquartered  in  Cheyenne,  Wyoming,  Board 
eligible  or  certified  Pediatrics  with  current  knowledge  and  experi- 
ence in  Neonatology.  Association  with  a nearby  University  Medical 
Center  possible.  Requires  Administrative  experience  with  capability 
of  organizing  a statewide  educational  program  relating  to  high  risk 
newborns.  Equal  Opportuntity  Employer.  Salary  negotiable  on  basis 
of  experience  - $37,740  - $47,940.  Contact  L.J.  Cohen,  MD,  Divi- 
sion of  Health  and  Medical  Services.  Hathaway  Building, 
Cheyenne,  Wyoming  82002  or  Call:  (307)  777-7121.  I I78-9-2B 

. FAMILY  PHYSICIAN  URGENTLY  NEEDED  to  establish  prac- 
tice in  Town  of  Malta  in  Northcentral  Montana,  junction  of  High- 
ways 2 and  191,  Population  2,500  with  6,500  drawing  area  of 
Phillips  County  in  a prosperous  farming  and  ranching  community 
that  is  progressive  and  growing.  Admirable  health,  schooling,  and 
recreational  facilities.  Excellent  earning  prospects.  Write  or  call: 
Roman  Losleben,  President,  (406)  654-2632;  or  James  F,  Tavary, 
Secretary,  (406)  654-1462.  Phillips  County  Health  Services  Com- 
mittee, Malta,  Montana  59538;  or  Gene  McCracken,  Administrator, 
(406)  654-1100,  Phillii,  County  Hospital  Association,  Malta. 
Montana  59538.  1 1 78-  10-3B 

PHYSICIAN  WANTED  for  full  or  part-time  work.  Aspen-Snow- 
mass  Area,  Fee  for  service  with  generous  remuneration.  Plenty  of 
time  to  ski.  This  is  a unique  opportunity,  and  we  need  doctors  now. 
Call:  (313)  559-4773,  evenings.  1 178-1 1-2B 

WYOMING  - OB/GYN,  Family  Practitioners  and  Internists  needed. 
Beautiful  recreational  area.  New  $10,000,000  community  hospital. 
Rapid  growth  area.  Population  60,000.  Contact  Medical  Affairs 
Committee,  P.O,  Box  1527.  Rock  Springs,  WY  82901,  Include 
resume.  I178-I3-6B 

FAMILY  PRACTITIONER’S  AND  GENERAL  PRACTI- 
TIONER’S OPPORTUNITIES  in  Midland,  Texas.  Challenging 
work  in  a fast  growing  community.  Colleges,  Theatre,  Cultural 
activities.  Community  of  80,000.  Contact:  Mr.  Richard  R.  Bell, 
Executive  Director,  Parkview  Hospital.  3201  Sage  Street.  Midland. 
Texas  79701.  or  Call:  (915)  68.V549I  1 178-I9-3B 


WANTED:  Physician  to  share  fully  equipped  office,  including  con- 
sultation, examination  and  waiting  rooms.  400-1300  square  feet 
available  in  new  medical  building  at  3005  East  16th  Ave..  Denver. 
$5.00  square  foot.  Call  (303)  388-1605.  179-l-lB 


WONDERFUL  WYOMING.  Rapidly  growing  community  in  center 
of  vast  energy  development  area  needs  physicians  in  following  areas: 
Family  Practice/General  Practice/Intemists  with  sub-specialties  in 
Cardiology/Gastroenterology/or  Pulmonary  Medicine/ENT/Uro- 
logy/Ophthalmology/Emergency  Room/Orthopedics. 

Community  located  within  60-90  minute  driving  time  of  Black 
Hills  and  Big  Horn  mountains,  providing  skiing,  fishing,  hunting,  as 
well  as  all  other  outdoor  activities.  Approximately  75  minutes  flying 
time  from  Denver  by  scheduled  air  services. 

$9.5  million  dollar  hospital  with  attached  professional  offices 
under  construction  and  scheduled  for  completion  within  next  12 
months  - excellent  environment.  Assistance  offered  to  start  practice. 
Contact:  Max  G.  Walter,  MD,  Chairman  of  the  Physician  Recruit- 
ment Committee,  Campbell  County  Memorial  Hospital,  720  West 
8th  Street,  Gillette,  Wyoming  82716.  Phone:  (307)  682- 
8811.  1178-21-2B 

WANTED:  General  Surgeon.  Board-certified  or  Board-eligible 
General  Surgeon  with  Gynecology  or  Orthopedic  experience  to  join 
second  surgeon  in  nine-man  multi- specialty  group  in  community  of 
15,000  with  drawing  area  considerably  larger.  Outstanding,  profes- 
sional, living  and  recreational  environment.  Please  contact  John  W. 
Richardson.  MD,  Havre  Clinic,  301  Fourth  Avenue.  Havre,  Mon- 
tana 59501  or  call  (406)  265-7831.  179-3- IB 

PHYSICIANS  SOUGHT  BY  OUR  HOSPITAL  and  Health  Care 
clients.  As  leaders  in  physician  recruitment,  we  can  help  you  meet 
the  right  people.  All  fees  are  paid  by  the  hiring  institution.  Immediate 
openings  in  Rocky  Mountain  region  for  ER  Physicians,  Anes- 
thesiologists, Pediatrician,  OB/GYN,  General  Surgeon,  Ortho-Sur- 
geon, Internist,  Family  Practice,  Neuro-Surgeon.  Call:  Roth  Young, 
(303)  753-1272  or  send  resume  in  confidence  to  2755  South  Locust 
Street,  #114,  Denver,  Colorado  80222.  One  of  the  26  offices  coast 
to  coast.  179-4-3B 

WANTED:  General  Internist  - Board  certified  or  eligible  wanted  to 
join  established  Internist  in  Northeast  Colorado.  Send  resume  to 
Richard  C.  Lamb,  MD,  1405  South  8th  Avenue,  Sterling,  Colorado 

80751.  179-6-3B 

JACKSON  HOLE,  WYOMING  - Summer  vacation  Emergency 
Medicine  practice,  must  be  available  June  4 through  September  14; 
$3,400  per  month  plus  malpractice;  Wyoming  license  required.  Send 
CV  to  Joseph  Gatewood,  MD,  Chase  Stone  Center,  Holly  Sugar 
Building.  Suite  440,  Colorado  Springs,  Colo.  80903,  or  call  toll  free 
1-800-325-3982.  179-8- IB 

WANTED:  Family  Practitioner  - Santa  Fe,  New  Mexico  full  time 
salaried  position  in  a small  clinic  with  hospital  practice  and  full  time 
ER  coverage.  To  start  summer  1979,  write  La  Familia  Medical 
Center,  Box  5395,  Santa  Fe,  New  Mexico  87501  or  call  Dr.  Kullman 
or  Dr.  Cohen  (505)  982-4425.  1 79-8-  IB 

PSYCHIATRIST  - Board  eligible  with  training  or  experience  and 
interest  in  community  work.  Full  time  position  with  interdisciplinary 
staff  of  12  providing  services  in  3 counties  of  a 5 county  rural 
community  mental  health  program.  Special  opportunity  for  a 
psychiatrist  with  interest  in  the  unique  social  environment  of  an 
energy  impacted  “boom”  conununity.  Interest  and  experience  in 
treatment  of  children  and  adolescents  desirable.  Excellent  fringe 
benefits  including  10  days  and  $600  annually  for  professional  de- 
velopment. Opportunities  for  outdoor  recreation  and  enjo3mient  of 
rural  living,  approximately  I hour  to  either  the  Big  Horn  Mountains 
or  the  Black  Hills.  Salary  $47,000  and  up.  Mail  resume  to:  Spencer 
K.  Annebeig,  MD,  Northern  Wyoming  Mental  Health  Center,  1221 
West  Fifth  Street.  Sheridan.  WY  82801.  179-12-lB 
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EMERGENCY  ROOM  PHYSICIAN  with  extensive  clinical 
background  wishes  locum  tenens  position  in  Colorado  - Family 
practice  or  ER  coverage.  Have  liberal  time  off  at  my  present  Col- 
orado hospital.  Write:  Box  I79-I  l-lB,c/oI^ocky  Mountain  Medical 
Journal,  1601  East  19th  Avenue,  Denver,  Colorado  80218. 

179-11-lB 

FAMILY  PRACTITIONER  - Board  Certified  or  Board  Eligible  for 
Western  Colorado  14-man  multi-specialty  group.  Balanced  practice 
and  recreation  opportunity.  Area  served  provides  skiing,  mountain 
trails,  fishing,  camping,  etc.  Modem  clinic,  located  next  to  com- 
munity hospital.  Send  resume  or  contact:  G.  Thomas  Morton,  MD, 
Glenwood  Medical  Associates,  PC,  P.O.  Drawer  907,  Glenwood 
Springs,  Colo.  81601.  179- 13- IB 

OB-GYNECOLOGIST  - Board  Certified  or  Board  Eligible  for 
Western  Colorado  14-man  multi-specialty  group.  Balanced  practice 
and  recreation  opportunity.  Area  served  provides  skiing,  mountain 
trails,  fishing,  camping,  etc.  Modem  clinic,  located  next  to  com- 
munity hospital.  Send  resume  or  contact:  G.  Thomas  Morton,  MD, 
Glenwood  Medical  Associates,  PC,  P.O.  Drawer  907,  Glenwood 
Springs,  Colo.  81601.  179- 14- IB 


UROLOGIST  - Board  Certified  or  Board  Eligible  for  Western  Col- 
orado 14-man  multi-specialty  group.  Balanced  practice  and  recrea- 
tion opportunity.  Area  served  provides  skiing,  mountain  trails,  fish- 
ing, camping,  etc.  Modem  clinic,  located  next  to  community  hospi- 
tal. Send  resume  or  contact:  G.  Thomas  Morton,  MD,  Glenwood 
Medical  Associates,  PC,  P.O.  Drawer  907,  Glenwood  Springs, 
Colo.  81601.  179-15-lB 


WANTED:  DIRECTOR  OF  STUDENT  HEALTH  SERVICE 
Montana  State  University.  Chief  Administrator  for  comprehensive 
Student  Health  Center  including  preventative  medicine,  health  edu- 
cation, outpatient  clinic,  infirmary,  laboratory.  X-ray,  pharmacy 
and  mental  health.  Serves  10,000  students  in  beautiful  setting. 
Physician  (M.D.)  with  Montana  license  or  eligibility,  ability  to 
provide  leadership  and  interact  effectively  with  professional  staff, 
students,  and  university  faculty/staff,  competence  in  health  ad- 
ministration and  budgets,  interest,  and  competence  in  student  health 
work,  awareness  of  current  trends  in  university  health  care,  and 
interest/experience  in  developing  major  emphasis  in  health  preven- 
tion/education/outreach along  with  primary  health  care  for  students 
are  desirable.  Salary  negotiable,  12  month  position  with  regular 
university  vacation  and  benefits.  Submit  resume  and  letters  of  refer- 
ence by  Febmary  1,  1979  to  Dr.  Harold  Watling,  Chairperson  of 
Search  Committee,  Biology  Department,  Montana  State  University, 
Bozeman,  Montana  59717.  MSU  is  an  Affirmative  Action/Equal 
Opportunity  Employer.  179- 16- IB 


WANTED:  PHYSICIAN.  Montana  State  University  Comprehen- 
sive Student  Health  Center  serving  10,000  students  in  beautiful 
setting.  10  month  position.  Retirement,  other  benefits,  and  liability 
insurance.  Apply  by  February  1,  1979.  Personnel  Office,  Montana 
State  University,  Bozeman,  Montana  59717.  MSU  is  an  Affirmative 
Action/Equal  Opportun  ty  Employer.  179- 17- IB 


GENERAL  PRACTITIONER  looking  to  join  group  practice  in  Den- 
ver area  beginning  September  1979.  Please  contact  Richard  A. 
Charles,  DO,  P.O.  Box  9,  Marietta,  Ohio  17547,  or  Call;  (717) 

367-1087,  or  (717)  426-1131.  179-18-lBN 

MEDICAL  DOCTOR  trained  in  general  practice  to  work  full-time  in 
a woman’s  clinic.  Practice  limited  to  females  but  there  are  wide 
opportunities  for  a generalist.  Salary  negotiable,  many  benefits  in- 
cluding malpractice,  health,  and  life  insurance.  Call;  Mayfair  Wo- 
men’s Clinic,  (303)  355-3551.  179- 19- IB 


THREE  PHYSICIANS  NEEDED  to  form  primary  care  group  in 
long-established  modem,  inner-city  medical  clinic,  providing  care  to 
the  under- served.  Present  solo  MD(ABFP)  will  remain  as  part  of  the 
group,  utilizing  his  practice  as  the  nucleus.  This  will  be  a very 
gratifying  personal  experience  and  a most  needed  asset  to  the  com- 
munity. Downing  Medical  Center,  3405  Downing  Street,  Denver, 
Colorado  80205.  Phone:  (303)  623-6171.  1 79-22- IB 


POSITION  AVAILABLE  IMMEDIATELY:  General  Internist  — 
Board  Certified  or  Eligible  — to  complete  10- Physician  Medical 
Service  Group  at  Veterans  Administration  Medical  Center, 
Cheyenne,  Wyoming.  130-bed  GM  and  S hospital  with  additional 
47-bed  NHCU  and  active  Outpatient  Department.  Excellent 
Laboratory  and  X-Ray  support.  ICU,  Respiratory  Care,  Nuclear 
Medicine,  Hemodialysis,  well-stocked  Library.  Salary  with  bonus 
approximately  $50,000  per  year.  Excellent  fringe  benefits.  Com- 
munity of  60,(XX)  with  sunny,  temperate  climate,  good  schools, 
clean  air,  outstanding  outdoor  recreation  nearby.  License  in  any  state 
orD.C.  required.  Sub-specialty  interest  in  cardiology,  hematology, 
oncology,  endocrinology,  clinical  immunology  or  rheumatology 
welcome  but  not  necessary.  Foreign  medical  graduates  must  be 
ABIM  certified  or  have  passed  TOEFL  or  have  8 years  formal 
training  in  English-speaking  schools.  Equal  Opportunity  Employer. 
Minority  and  women  applicants  welcome.  Contact  Larry  G.  Seidl, 
MD,  Chief,  Medical  Service,  2360  East  Pershing  Blvd,,  Cheyenne, 
WY  82001,  (307)  778-7550,  Ext.  273.  179-23-lB 


UNIVERSITY  OF  WYOMING  COLLEGE  OF  HUMAN 
MEDICINE  FACULTY  AND  STAFF  POSITIONS,  FAMILY 
PRACTICE  RESIDENCY  PROGRAMS  in  Casper,  Wyoming  and 
Cheyenne,  Wyoming  as  well  as  Assistant  Dean  for  Clinical  Affairs 
in  Laramie,  Wyoming.  Faculty  openings  for  Board  Certified  Physi- 
cians in  Family  Practice,  Psychiatry,  Internal  Medicine,  Obstetrics 
and  Gynecology,  Pediatrics  and  Surgery.  Staff  positions  in  health 
care  and  clinic  management  also  available.  The  College  of  Human 
Medicine  is  a statewide  medical  education  program  involving  family 
practice  residencies,  medical  student  contracts,  the  University 
Health  Service  and  rural  assistance  programs.  These  positions  re- 
quire demonstrated  interest  in  innovative  medical  education  prog- 
rams to  meet  a variety  of  health  care  needs.  Salaries  are  competitive 
and  faculty  rank,  where  appropriate,  is  negotiable.  Applications  will 
be  accepted  and  reviewed  through  June  30,  1979.  CONTACT:  Joel 
H.  Lanphear,  Ph.D,  Acting  Dean,  University  of  Wyoming  College 
of  Human  Medicine,  P.O.  Box  3433,  University  Station,  Laramie, 
WY  82071.  THE  UNIVERSITY  OF  WYOMING  IS  AN  AFFIR- 
MATIVE ACTION/EQUAL  OPPORTUNITY  EMPLOYER. 
M/F  179-24-3B 

PROPERTIES  FOR  LEASE 

TO  LEASE:  PREMIUM  OFFICE  SPACE  to  be  available  Summer 
1979,  finest  location.  Fine  academic  climate.  Bozeman,  Montana. 
Write:  Leland  Stanley,  MD,  2101  1 1th,  Cody,  Wyoming  82414,  or 
Call:  (307)  587-9523.  1178-5-3B 

BOZEMAN,  MONTANA  - New  medical  office  complex  wishes  to 
rent  to  practice  of  Pediatrics  to  fill  out  the  complex  - private  practice. 
Other  space  also  available.  Call  or  write  Don  Nell,  Box  577,  Medical 
Arts  Center,  Bozeman,  Montana  59715  - (406)  587-5526, 

1178-12-3B 

PROPERTIES  FOR  LEASE:  Pueblo,  Colorado  - Ultra  modem 
medical  space  available.  Parkview  Medical  Arts  Building,  17th  and 
Greenwood.  Will  remodel  to  suit  each  individual’s  needs.  Building 
has  X-ray  laboratory  and  Pharmacy  plus  all  other  services  nearby  for 
your  convenience.  Contact  Dan  Molello,  CPM  — Jones-Healy, 
Inc.,  1 19  West  6th  Street,  Pueblo,  Colorado  81003  or  phone  (303) 
545-8181.  179-5-6B 


for  1979 


45 


FOR  LEASE.  Prestige  office  space  available  up  to  2600  square  feet 
at  $5.50  per  square  foot  net  plus  lease  hold  improvements.  New 
building.  Beautiful  architecture.  Employees  lounge.  Other 
amenities.  Near  Valley  View  Hospital  and  St.  Anthony  North,  at 
10001  North  Washington  Street.  Finish  space  to  your  own  specifica- 
tions. Call;  Bill  Scholl,  The  Hearth  Company  (303)  457-2442.  179- 
20- IB 

FOR  LEASE:  Outstanding  space  in  centrally  located  new  building  in 
Colorado  Springs.  Five  minutes  from  Penrose  Hospital,  4,000 
square  foot,  suitable  for  medical  offices.  Located  at  Uinta  Garden 
Shopping  Center.  Design  your  own  space.  Pharmacy  directly 
across  street.  Near  I-25-Uinta  Exit.  Ample  off-street  parking.  Ap- 
proximate occupation:  June  1979.  Write  Box  179-21- IB,  c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado 80218.  179-21-lB 

ONE  OF  A KIND.  Beautiful  custom-built  two-story  home  with  full 
finished  basment  in  Cherry  Creek  East  (Denver  area).  2.38  acres, 
approx.  Two  fireplaces  plus  gas  fireplace,  sauna,  and  too  many  other 
lovely  custom  features  and  extras  to  list.  Stunning  panoramic  view! 
$217,000.  Call  Barbara  Hudson  (303)  758-1321.  US-HOME  WIT- 
KIN  REALTY,  INC.  A New  York  Stock  Exchange  Company.  (303) 
751-8333.  179-22-1. 

MEDICAL  SPACE  in  newly  renovated  building  on  W.  38th  Avenue 
between  Grove  and  Irving  Streets.  App.  1400  square  feet  of  space. 
Carpeted  and  paneled.  Will  remodel  to  suit.  Adjacent  pharmacy. 
Dental  lab  across  the  street.  Close  to  St.  Anthony  and  Beth  Israel 
hospitals.  Ample  off-street  parking.  Call:  Karen  Willner  at  (303) 
755-5521  or  759-1311.  179-24-lB. 

PROPERTIES  — FOR  SALE 

ONE  OF  A KIND.  Beautiful  custom-built  two-story  home  with  full 
finished  basement  in  Cherry  Creek  East  (Denver  area).  2.38  acres, 
approx.  Two  fireplaces  plus  gas  fireplace,  sauna,  and  too  many  other 
lovely  custom  features  and  extras  to  list.  Stunning  panoramic  view! 
$217,000.  Call  Barbara  Hudson  (303)  758-1321.  US-HOME  WIT- 
KIN  REALTY,  INC.  A New  York  Stock  Exchange  Company.  (303) 
751-8333.  179-22-1 


MISCELLANEOUS 

FOR  SALE:  300MA  General  Electric  X-Ray,  125  KV,  Tilt  Table, 
Phototimer,  Spot  Film  Device,  New  Tube  and  Collmator  $8,500.00 
less  trade-in  installed  and  guaranteed.  Plaza  Medical,  Inc.  Denver, 
Colo.  (303)  771-6210.  179-2-2B 


PROTECT  YOUR  MEDICAL  OFFICE  - Professional  Burglar 
Alarm  Stickers  that  affix  inside  the  windows,  alerts  would-be  bur- 
glars that  an  automatic  alarm  is  present;  these  alarm  stickers  are  not 
sold  in  the  retail  stores.  Send  $2.00  for  4 stickers  and  sleep  at  night. 
Lee  Enterprises,  3868  So.  Fraser,  Suite  M-2,  Aurora,  Colo. 
80014.  179-9-lB 


ART  WORK  - If  your  office  or  home  is  in  need  of  a change  in  art 
work,  or  maybe  just  an  addition  to  your  present  collection,  please 
consider  Kristin  Line  Gallery  of  Photography  for  your  next  selection. 
Also,  if  you  are  in  need  of  a gift  for  someone  or  their  office, 
remember  Kristin  Line,  2422  E.  3rd  Ave.,  Cherry  Creek,  (303) 
755-3456  179-10-lB 

42ND  ANNUAL  NEW  ORLEANS  MEDICAL  ASSEMBLY.  April 
27-May  1,  1979.  The  Fairmont,  New  Orleans.  Management  of 
Common  Problems  in  Office  Practice- Update.  Oliver  H.  Dabezles, 
Jr.,  MD,  Program  Director.  Accreditation:  AMA  Category  1, 
AAFP-ACEP  Category  11.  Registration  Fee:  Non-Member  Physician 
- $200;  Military  - $100;  Registered  Nurse  - $100;  Complimentary  - 
Students,  Residents,  Interns,  and  Fellows.  Scientific  and  Technical 
Exhibits.  River  Boat  cruise.  Call:  (504)  525-9930  for  further  infor- 
mation, or  write  NOGMA,  #1538  Tulane  Medical  Center,  1430 
Tulane  Avenue,  New  Orleans,  Louisiana  70112.  1178-1-3B 

FOR  SALE:  One  complete  Ritter  Treatment  Unit.  One  Ritter  Treat- 
ment Chair,  motor  driven.  One  hydraulic  chair.  One  Moorehead- 
type  Treatment  Unit.  Pictures  available  upon  request.  Give  me  your 
best  offer.  Howard  E.  Swanson,  MD,  Box  128,  Buffalo  Creek, 
Colorado  80425,  or  Call:  (303)  838-5572. 

1178-17-2B 
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Rocky  Mountain  Medical  Journal 


HOW  DO  YOU  CHOOSE 
A DOCTOR-OWNED 
MEDICAL  MALPRACTICE 
INSURANCE  COMPANY? 


YOUR  QUESTIONS: 

1.  Does  the  Company  offer  what  I need  in  Coverage  and  Policy 
Benefits? 

2.  Is  the  Company  financially  sound? 

3.  Does  the  Company  offer  a consistent  management  philosophy 
geared  to  not  making  the  mistakes  of  the  past? 

OUR  ANSWERS: 

1.  We  offer  coverage  limits  of: 

$500, 000/$1 ,500,000 
and 

$1  Million/$3  Million 

2.  We  have  the  largest  financial  surplus  of  any  Doctor-Owned  Medical 
Malpractice  Insurance  Company  in  the  Western  United  States. 

3.  Our  consistency  is  reflected  in  the  fact  that  we  are  the  only 
Doctor-Owned  Company  in  California  to  prospectively  set  rates  and 
retrospectively  return  dividends  based  on  a gain  from  operation. 


Your  best  choice  for  Medical  Malpractice  Insurance  is  The  Doctors’ 
Company.  One  out  of  every  five  doctors  in  private  practice 
throughout  California  is  insured  by  us. 


THE  DOCTORS'  COMPANY 

AN  INTERINSURANCE  EXCHANGE 


WYOMING  RESIDENT  AGENT 
Edward  P,  McCarthy 
1 32  North  Kimball  St. 
Casper.  Wyoming  82601 
(307)  235-6696 


The  Doctors'  Company  is  authorized  to  offer  and  sell  medical  malpractice  insurance 
and  to  accept  surplus  deposits  in  connection  with  medical  malpractice  insurance 
m the  states  ct  California  and  Wyoming.  In  addition.  The  Doctors'  Company  is  an 
authorized  Surplus  Lines  carrier  in  the  state  of  Nevada.  No  offer  to  sell  or  solicita- 
tion of  an  offer  to  buy  insurance  is  made  in  any  state  in  which  The  Doctors'  Company 
IS  not  an  authorized  carrier.  No  offer  to  sell  or  solicitation  of  an  offer  to  buy  securities 
IS  made  hereby  in  any  state. 


CO 


sea 


Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 

INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS;  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  it  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 

PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions. prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  shouid  be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  iiterature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 

Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 


Editorials 


59  CME;  Regulating  One  s State  of  Grace 

60  DEREGULATION:  PROFESSIONAL  STYLE 

Articles 

61  Transitional  Cell  Carcinoma  of  the  Bladder 

John],  Martin,  MD,  C.  Dale  Vermillion,  MD,  and  Robert  S.  Hagstrom,  MD,  Billings,  Montana 

63  Chronic  Obstructive  Pulmonary  Disease  — Think  Rhythm 

Richard  D.  Tenney,  MD,  Bozeman,  Montana 

64  Fetal  Alcohol  Syndrome 

Kit.  G.  Johnson,  MD,  Missoula,  Montana 
66  Medicine  in  Nineteenth  Century  Montana 
Charles  W.  Bodemer,  PhD,  Seattle,  Washington 
72  Newer  Aspects  of  Therapy  for  Obstructive  Pulmonary  Disease 

David  F.  Anderson,  MD,  Great  Falls,  Montana 

19  Aeroallergens  of  Western  Montana 

Donald  N.  Gillespie,  MD,  and  Linda  Hedstrom,  BS,  Missoula,  Montana 

83  Bronchial  Adenoma  in  a Child 

Dennis  J.  McCarthy,  MD,  John  Gallus,  Butte,  Montana 


Rocky 

Mountain 

MONTANA  Medical 

NEW  MEXICO  I I 

WYOMING  Journal 


March/April  1979 

Volume  76  • Number  2 


Organization 

87  Colorado 
87  New  Mexico 


Features 


53 

Meetings 

57 

New  Products 

60 

Book  Review 

84 

Book  Review 

89 

Obituaries 

93 

Book  Corner 

93 

Book  Review 

95 

Want  Ads 

98 

Index  to  Advertisers 

99 

Our  Cover 

Address  all  correspondence  relating  to 
subscriptions,  advertising  or  address 
changes  to  Editorial  and  Business  Of- 
fice. 


Editorial  and  Business  Office 
1601  E.  19th  Ave. 

Denver,  Colorado  80218 
Telephone  (303)  861-1221 


Address  all  manuscripts,  organiza- 
tion and  other  news  items  relating  to 
editorial  content  to  appropriate  state 
editor,  see  below. 


EDITORIAL  BOARD 


ido:  Clyde  Stanfield,  MD,  Chief  Scientific  Editor  and  Chairman  of  the  Board,  1601 
t Ave.,  Denver  80218.  David  L.  Kelble,  MD,  1919  Ogden  St.,  Denver 802 18,  Associate 
fic  Editor. 


ina;  Gerald  A.  Diettert,  MD,  Scientific  Editor,  P.O.  Box  7609,  Missoula  59801:  G. 
Jins,  Associate  Editor,  2021  Eleventh  Ave.,  Helena  59601. 


New  Mexico;  Marcus  J.  Smith,  MD,  Scientific  Editor,  PO  Box  1812,  Santa  Fe  87501;  John 
S.  Saiki,  MD,  Assistant  Scientific  Editor,  Cancer  Research  and  Treatment  Center,  U.N.M. 
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Ortho  announces 


an  important 
in  the  treatment  of 


Efficacy  of 

MONISTAT  i.v.  therapy. . . 

highly  favorable  rates  of  recovery 
or  clinical  improvement 

• effective  against  systemic  candidiasis 

chronic  mucocutaneous  candidiasis 
coccidioidomycosis 
cryptococcosis 
paracoccidioidomycosis 

• in  patients  who  did  not  respond  to 
amphotericin  B therapy 

• in  immunologicaily-compromised 
patients  with  severe  infections 


rapid  onset  of  clinical  improvement 

In  most  patients  who  responded, 
improvement  was  observed  within  1-3 
weeks  of  MONISTAT  i.v.  therapy; 
however,  prolonged  treatment  courses 
may  be  necessary  to  prevent  relapse. 

no  development  of  fungal  resistance 
during  therapy  reported 

In  vitro  resistance  of  clinical  isolates  has 
not  been  observed  during  clinical  trials. 

and  the  side  effect  profile 

no  nephrotoxicity  or  other  permanent 
adverse  effects  in  clinical  studies 

• even  in  prolonged  therapy 

• even  in  patients  with  renal  disease 

extensively  evaluated 

During  clinical  trials  in  over  400  patients, 
no  permanent  adverse  reactions  were 
reported. 


Photos  courtesy  of  Dubos,  J.  R. , Bacterial  and  Mycotic  Infections  of  Man,  J.  B.  Lippincott  I 

Company,  1968  and  Burrows,  W. , Textbook  ot  Micrt)bit)logy,  W.  B.  Saunders  Company,  19th  edition.  J 


Adverse  reactions 

MONISTAT  i.v.  should  not  be 
administered  undiluted.  Rapid  injection 
of  the  undiluted  solution  may  produce 
transient  tachycardia  or  arrhythmia. 
Adverse  reactions  include  phlebitis, 
pruritus,  rash,  nausea,  vomiting,  febrile 
reactions,  drowsiness,  diarrhea,  anorexia 
and  flushes.  Transient  hematologic 
changes  have  occurred;  therefore,  the 
patient  should  be  closely  monitored. 
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advancement 
systemic  mycoses 


generally  well  tolerated  by  severely 
debilitated  patients 

• cancer  patients 

• patients  receiving  immunosuppressive 
drugs 

• patients  with  serious  underlying 
conditions  such  as  renal  insufficiency  or 
diabetes  mellitus 


for  more  information 

Because  of  the  uniqueness  of  new 
MONISTAT  i.v.  only  some  of  the 
highlights  can  be  presented  in  this 
advertisement.  For  more  information, 
i.e.,  product  monograph,  dosage 
schedules,  etc. , please  fill  out  the 
coupon  on  the  next  page  and  mail  to 
Ortho  Pharmaceutical  Corporation. 

Please  turn  page  for  Prescribing  Information 


Ortho  Pharmaceutical  Corporation 
Raritan,  New  Jersey  08869 


new 


Monistativ 

y V TRADEMARK 

(miconazole) 

broad'Spectrum  activity  against  01/ 

major  systemic  fungal  pathogens 


in  systemic  fungal  infections. . . 


m 


Monistat  m 

/ ^ V TRADEMARK 

(miconazole) 

a broad'Spectrum  systemic  antifungal  agent 


DESCRIPTION:  MONISTAT  i.v.  (miconazole)  1:{2-(2,4-dichlorophenyl)-2- 
[(2,4-dlchlorophenyl)  methoxyl  ethyl}  1 H-imidazole  is  a synthetic  antifungal 
supplied  as  a sterile  solution  for  intravenous  infusion.  Each  ml  of  this  solution 
contains  10  mg  of  miconazole  with  0.115  ml  PEG  40  castor  oil,  1.0  mg  lactic 
acid  USP,  0.5  mg  methylparaben  USP,<0.05  mg  propylparaben  USP  in  water 
for  injection.  Miconazole  i.v.  is  a clear,  colorless  to  slightly  yellow  solution  hav- 
ing a pH  of  3. 7 to  5. 7. 

CLINICAL  PHARMACOLOGY:  MONISTAT  i.v.  is  rapidly  metabolized  in  the 
liver  and  about  14%  to  22%  of  the  administered  dose  is  excreted  in  the  urine, 
mainly  as  inactive  metabolites.  The  pharmacokinetic  profile  fits  a three-com- 
partment open  model  with  the  following  biologic  half-life:  0.4,  2.1,  and  24.1 
hours  for  each  phase  respectively.  The  pharmacokinetic  profile  of  MONISTAT 
i.v.  IS  unaltered  in  patients  with  renal  insufficiency,  including  those  patients  on 
hemodialysis.  The  in/vitro  antifungal  activity  of  MONISTAT  i.v.  is  very  broad. 
Clinical  efficacy  has  been  demonstrated  in  patients  with  the  following  species 
of  fungi:  Coccidloides  immitis,  Candida  albicans,  Cryptococcus  neoformans, 
and  Paracoccidioides  brasiliensis. 

Recommended  doses  of  MONISTAT  i.v.  produce  serum  concentrations  of 
drug  which  exceed  fhe  in-vitro  MIC  values  for  the  fungal  species  noted  above. 
Doses  above  9 mg/kg  of  MONISTAT  i.v.  produce  peak  blood  levels  above 
1 /Lig/ml  in  most  cases.  The  drug  penetrates  into  joints. 

INDICATIONS:  MONISTAT  i.v.  is  indicated  for  the  treatment  of  the  following 
severe  systemic  fungal  infections:  coccidioidomycosis,  candidiasis,  cryp- 
tococcosis, paracoccidioidomycosis,  and  for  the  treatment  of  chronic  muco- 
cutaneous candidiasis.  However,  in  the  treatment  of  fungal  meningitis  and 
urinary  bladder  infections  an  intravenous  infusion  alone  is  inadequate.  It  must 
be  supplemented  with  intrathecal  administration  and  bladder  irrigation. 
Appropriate  diagnostic  procedures  should  be  followed  and  MICs  should  be 
determined. 

MONISTAT  i.v.  should  not  be  used  to  treat  common  trivial  forms  of  fungal 
diseases. 

CONTRAINDICATIONS:  MONISTAT  i.v.  is  confraindicated  in  those  patients 
who  have  shown  hypersensitivity  to  it. 

WARNINGS:  Rapid  injection  of  undiluted  MONISTAT  i.v.,  may  produce  tran- 
sient tachycardia  or  arrhythmia. 

PRECAUTIONS:  Before  a treatment  course  of  MONISTAT  i.v.  is  started,  the 
physician  should  make  sure  that  the  patient  is  not  hypersensitive  to  the  drug 
product.  MONISTAT  i.v.  should  be  given  by  intravenous  infusion. 'The  treat-- 
ment  should  be  started  under  stringentxonditions  of  hospitalization  but  sub- 
sequently may  be  given  to  suitable  patients  under  ambulatory  conditions  with 
close  clinical  monitoring.  It  is  recommended  that  an  initial  dose  of  200  mg  be 
given  with  the  physician  in  attendance.  It  is  also  recommended  that  clinical 
laboratory  monitoring  including  hemoglobin,  hematocrit,  electrolytes  and 
lipids  be  performed. 

It  should  be  borne  in  mind  that  systemic  fungal  mycoses  may  be  complica- 
tions of  chronic  underlying  conditions  which  in  themselves  may  require 
appropriate  measures. 


Ortho  Pharmaceutical  Corporation  RMJ  3-79 
c/o  733  Summer  Street 
Stamford,  CT  06901 

Please  send  me  more  information  on  the 
new  broad'Spectrum,  systemic  antifungal 
agent. . .MONISTAT  i.v.  (miconazole). 

M.D. 

Address 

City State Zip 


Pregnancy:  Reproductive  studies  with  MONISTAT  i.v.  in  rats  and  rabbit; 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus.  There  are  m 
data,  however,  on  the  use  of  the  drug  in  pregnant  women.  ' 

Children:  Since  the  safety  of  miconazole  i.v.  in  children  under  one  year  of  age 
has  not  been  extensively  studied,  its  benefits  in  this  age  group  must  be 
weighed  against  the  possible  risks  involved. 

ADVERSE  REACTIONS:  Adverse  reactions  which  have  been  observed  with  j 
MONISTAT  i.v.  therapy  include  phlebitis,  pruritus,  rash,  nausea,  vomiting! 
febrile  reactions,  drowsiness,  diarrhea,  anorexia  and  flushes.  In  the  U.Sl 
studies,  29%  of  209  patients  studied  had  phlebitis,  21%  pruritus,  18%  nau-j 
sea,  10%  fever  and  chills,  9%  rash,  and  7%  emesis.  Transient  decreases  iri 
hematocrit  and  serum  sodium  values  have  been  observed  following  infusior; 
of  MONISTAT  i.v.  Thrombocytopenia  has  also  been  reported.  No  serious  renai 
or  hepatic  toxicity  has  been  reported.  If  pruritus  and  skin  rashes  are  severe  j 
discontinuation  of  treatment  may  be  necessary.  Nausea  and  vomiting  can  be  i 
mitigated  with  antihistaminic  or  antiemetic  drugs  given  prior  tel 
MONISTAT  i.v.  infusion,  or  by  reducing  the  dose,  slowing  the  rate  of  infusionf 
or  avoiding  administration  at  mealtime.  i 

Aggregation  of  erythrocytes  or  rouleau  formation  on  blood  smears  has  beerj 
report^.  Hyperlipemia  has  occurred  in  patients  and  is  reported  to  be  due  tci 
the  vehicle.  Cremophor  EL  (PEG  40castoroil). 

DRUG  INTERACTIONS:  Drugs  containing  cremophor-type  vehicles  an. 
known  to  cause  electrophoretic  abnormaiities  of  the  lipoprotein.  These  effects  i 
are  reversible  upon  discontinuation  of  treatment  but  are  usually  not  an  indica 
tion  that  treatment  should  be  discontinued.  i 

Interaction  with  the  coumarin  drugs  resulting  in  an  enhancement  of  the  antij 
coagulant  effect  has  also  been  reported.  In  cases  of  simultaneous  treatment 
with  MONISTAT  i.v.  and  coumarin  drugs,  the  anticoagulant  effect  shook 
be  carefully  titrated  since  reductions  of  the  anticoagulant  doses  may  b( 
indicated. 

DOSAGE  AND  ADMINISTRATION 

DOSAGE 

Adults.  The  doses  may  vary  with  the  diagnosis  and  with  the  infective  agent 
from  200  to  1200  mg  per  infusion.  The  following  daily  doses,  which  may  be 
divided  over  3 infusions,  are  recommended: 


Organism 

Coccidioidomycosis: 

Cryptococcosis: 

Candidiasis: 

Paracoccidioidomycosis: 


Dosage  Range' 

1 800  to  3600  mg  per  day 
1 200  to  2400  mg  per  day 
600  to  1 800  mg  per  day 
200  to  1 200  mg  per  day 


Duration  of  Successfu 
Therapy  (weeks) 

3to>20 
3to>12 
1 to  > 20 
2to>16 


‘May  be  divided  over  3 infusions.  ( 

Repeated  courses  may  be  necessitated  by  relapse  or  reinfection.  ! 

Children:  A total  daily  dose  of  about  20  to  40  mg/kg  is  generally  adequate 
However,  a dose  of  15  mg/kg  body  weight  per  infusion  should  not  be  exceeded 
ADMINISTRATION:  MONISTAT  i.v.  should  be  diluted  in  at  least  200  ml  of  fluid 
The  diluent  of  choice  is  0.9%  sodium  chloride  or  alternatively  Dextrose  5°A 
injectable  solution.  The  intravenous  infusion  should  be  given  over  a period  o 
30  to  60  minutes. 

Generally,  treatment  should  be  continued  until  all  clinical  and  laboratory  test: 
no  longer  indicate  that  active  fungal  infection  is  present.  Inadequate  period; 
of  treatment  may  yield  poor  response  and  lead  to  early  recurrence  of  clinica 
symptoms.  The  dosing  intervals  and  sites  and  the  duration  of  treatment  var^ 
from  patient  to  patient  and  depend  on  the  causative  organism.  | 

OTHER  MODES  OF  ADMINISTRATION:  Intrathecal. 
undiluted  injectable  solution  of  MONISTAT  i.v.  by  t 
routes  (20  mg  per  dose)  is  indicated  as  an  adjunct  to  intravenous  treatment  ir 
fungal  meningifis.  Succeeding  intrathecal  injections  may  be  alternated  bei 
tween  lumbar,  cervical,  and  cisternal  punctures  every  3 to  7 days.  Bladdei 
instillation  of  200  mg  of  diluted  solution  is  indicated  in  the  treatment  o\ 
mycosesof  the  urinary  bladder.  | 

HOW  SUPPLIED:  MONISTAT  i.v.  is  supplied  in  20  ml  ampoules. 

MONISTAT  i.v.  (miconazole)  is  an  original  product  of  Janssen  Pharmaceutics 
N.V.,  Belgium,  and  co-developed  by  Ortho  Pharmaceutical  Corporation.  t 


Administration  of  thfj 
le  various  intratheca 


Specialty. 
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Ortho  Pharmaceutical  Corporation 
Raritan,  New  jersey  08869 


The  Children’s  Hospital 

THIRD  ANNUAL  PEDIATRIC  CARDIAC  CONFERENCE 
March  22-23,  1979 

Brown  Palace  Hotel,  Denver,  Colorado 

Credit:  AMA  Category  1-11  hours. 

* * * 

SECOND  ANNUAL  CONFERENCE  ON  NEONATAL 
TRANSPORT 

April  4-6,  1979 

Stapleton  Plaza  Hotel,  Denver 

PEDIATRIC  ORTHOPAEDIC  DAY 
April  20,  1979 

Credit:  AMA  Category  1,  AAFP  applied  for. 

Visiting  Professor:  Paul  P.  Griffin,  MD,  Vanderbilt  University 
Contact:  Mary  Webster,  The  Children’s  Hospital,  1056  East 
19th  Avenue,  Denver,  80218. 


Lovelace  Foundation  for  Medical  Education 

March  24,  1979 

Lovelace-Bataan  Medical  Center 

Credit:  AMA  Category  1 

Contact:  Lovelace  Foundation  for  Medical  Education,  5200 
Gibson  Blvd.,  SE,  Albuquerque,  New/  Mexico. 


University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

PLANNING  OF  CARE  AND  MANAGEMENT  OF  THE  IN- 
JURED PATIENT 

March  29-April  1, 1979 

Brown  Palace  Hotel,  Denver,  Colorado 

Credit:  31  hours  Category  1 , Physician’s  Recognition  Award, 
AMA 

* * * 

TREATMENT  OF  COMMON  PSYCHOSOCIAL  PROBLEMS 
IN  PRIMARY  CARE  SETTINGS:  A WORKSHOP 

May  21-22,  1979 

The  Denver  Inn,  Denver,  Colorado 

Credit:  AMA  Category  1 


DERMATOLOGY  FOR  THE  PEDIATRICIAN 
May  25-27,  1979 

Executive  Tower  Inn,  Denver,  Colorado 
Credit:  AMA  Category  1 , 20  hours 

FAMILY  SERVICE  REVIEW 
June  11-16,  1979 

YMCA  of  the  Rockies,  Estes  Park,  Colorado 

Credit:  30  hours  AMA  Category  1 and  AAFP 

UPDATE  IN  RHEUMATOLOGY 
June  27-29,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

Credit:  AMA  Category  1 

* ★ ★ 

PRACTICAL  NEUROLOGY  FOR  THE  INTERNIST  AND 
FAMILY  PHYSICIAN 

June  30- July  3,  1979 

Credit:  AMA  Category  1 

KIDNEY  DISEASE  AND  RENAL  FAILURE 

July  5-7,  1979 

Credit:  AMA  Category  1,  17  hours 
* ★ * 

INTERNAL  MEDICINE 
July  9-13,  1979 

YMCA  of  the  Rockies,  Estes  Park,  Colorado 

Credit:  AMA  Category  1 , 25  hours 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 


Department  of  Communication  Disorders,  Area  of  Audiol- 
ogy, University  of  Northern  Colorado 

ASPEN  SYMPOSIUM  ON  COMMUNICATION  PROBLEMS 
OF  THE  AGING 

April  4-7,  1979 

Continental  Inn,  Aspen,  Colorado 

Contact:  Department  of  Communication  Disorders,  Univer- 
sity of  Northern  Colorado,  Greeley,  Colorado  80639 
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Symposia  d@  Santa  F@ 

FAMILY  ORTHOPEDICS  AND  SPORTS  MEDiaNi  FOR 
FAMILY  PHYSICIANS 

April  5-7,  1979 

Savannah  Inn,  Savannah,  Georgia 


CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOL- 
OGY AND  THEIR  CLINICAL  APPLICATION 

June  13-15,  1979 

Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 

Contact:  W.J.  Levy,  MD,  P.O.  Box  5175,  Coronado  Station, 
Santa  Fe,  New  Mexico  87502 


SURGICAL  PATHOLOGY  OF  THE  HEAD  AND  NECK 
July  12-14,  1979 

Santa  Fe  Hilton  Hotel,  Santa  Fe,  New  Mexico 

Contact:  W.J.  Levy,  MD,  P.O.  Box  5175,  Coronado  Station, 
Santa  Fe,  New  Mexico  87502 


Montana  Medical  Association 
32nd  Interim  Meeting 
April  6-7,  1979 

Colonial  Inn,  Helena,  Montana 


American  Medical  Association 

32ND  NATIONAL  CONFERENCE  ON  RURAL  HEALTH 

April  18-21,  1979 

Radisson-St.  Paul,  St.  Paul,  Minnesota 

Contact:  Department  of  Community  Health  Systems,  AMA, 
535  North  Dearborn,  Chicago,  Illinois  60610 


The  New  Mexico  Heart  Institute 

ARRHYTHMIAS:  A PRACTICAL  APPROACH  FOR  THE 
PRIMARY  CARE  PHYSICIAN 

April  26-28,  1979 

The  Inn  at  Loretto,  Santa  Fe,  New  Mexico  87501 

Credit:  New  Mexico  Continuing  Education  Credit:  Type  1, 
Category  3,  18  hours. 


Tablets 

PERCOCET-S  d 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore.  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 


ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET®-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERC0CET*-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Required. 

PERCOCET"  is  a U.S.  registered  trademark  of  Endo  Inc. 

£ndo  Inc. 


Manati,  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc 
Subsidiary  of  the  CXjPont  Company 


(Bfllp) 

EDO  357E678 
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SOME  PEOPLE 
CAN  TOLERATE  AN 


Each  tablet  contains  5 mg  dxycodomiHQ  (WW^ING:  May  be  habit  fqfjriftig)  , ' 

if^etamir 


'SiSTrif^etam  i i^hen  IfXPAP) 

■ i 


BETTMANN  ARO’IVE 


□ indicated  for  moderate  to  moderately  severe  p^i 

□ contains  well-tolerated  acetathinopKen  ^ 
□ provides  the  effective  analgesia  of  oxycodone 
□ scored  tablet  permits  finer  titration 
V □ convenient,  econonrikBl  q6h  dosage 

Please  see  opposite  page  for  brief  sammary  of  p'fescVibm'g  information. 


4. 


V 


A reminder 

ZYIOPRIRT 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drup  and  strict  attention  should  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation, 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CDNTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  shouid  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim,  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol^  (mercapto- 
purine)  or  Imuran"^  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age: 
Zyloprim*  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus, 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  have  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic:  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim, 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  “Toxic” 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  YU  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting. 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 

U.S.  Patent  No.  3,624,205  (Use  Patent) 
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NEW 

PRODUCTS 


Additions  Incorporated  Into  Scanner 

Two  modular  additions  to  the  Searle  Pho/Sonic-SM  ul- 
trasound system  were  introduced,  adding  the  Linear  Array 
and  Image  Processing  Functions  to  the  standard  ultrasonic  diagnostic 
unit  produced  by  Searle . The  Linear  Array  Option  is  designed  to  add 
real  time  survey  capabilities  to  the  system,  while  the  Image  Proces- 
sing Functions  Option  offer  a new  kind  of  image  enhancement 
through  statistical  analysis  of  scan  information. 


Du  Pont  Introduces  Low  Speed  Centrifuge 

A new  low-speed  refrigerated  centrifuge  with  six-liter 
rotor  capacity  for  clinical  and  research  laboratories  and  for 
blood  banks  and  plasmapheresis  centers  has  been  introduced 
by  Du  Pont  Company’s  “Sorvall’’  Instruments  Division. 


Treatment  of  Herpes  Simplex  Virus  Encephalitis  Facili- 
tated 

Parke,  Davis  & Company  has  introduced  vidarabine,  new 
drug  for  treatment  of  a highly  infectious  disease  of  the  brain 
known  as  Herpes  simplex  virus  encephalitis,  which  is  the 
first  injectable  drug  for  treatment  of  a viral  infection  to  be 
approved  by  the  FDA.  Studies  of  tests  under  sponsorship  of 
the  National  Institute  of  Allergy  and  Infectious  Diseases  of 
the  National  Institutes  of  Health  shows  a reduction  of  death 
rate  from  70%  to  28%. 


Machlett  Develops  Pre-Exposure  Computer 

A new  microprocessor-based  pre-exposure  computer  de- 
signed to  help  prevent  burn-out  of  medical  x-ray  tubes 
through  overheating  of  the  anode  now  is  being  marketed  by 
The  Matchlett  Laboratories,  Inc.  a Raytheon  company. 


New  Calculator  Expedites  Setting  of  Review  Dates 

The  Commission  on  Professional  and  Hospital  Activities 
has  developed  a 1979  version  of  the  Review  Date  Calculator 
which  streamlines  the  process  of  setting  review  dates  for 
utilization  review  coordinators  and  PSRO  staff  and  others. 


Blood  Pressure  Measurements  Facilitated 

Gulf-1- Western  has  developed  its  S/D-600®  Series  Digital 
Sphygmomanometer  electronic  instrument  which  is  designed 
to  increase  the  reliability  and  efficiency  of  routine  blood 
pressure  measurements,  replacing  the  stethoscope. 


Emboli  and  Thrombi  Detection  SimpiiHed 

Use  of  Albumin  Microspheres  in  detection  of  thrombi  in 
the  deep  venous  system  and  of  emboli  in  the  lungs  has  been 
employed  by  3M  Company  in  the  newly  developed 
Radionuclide  ThromboEmboloGraphy  (combined  radionuc- 
lide venography  — long  scanning)  with  increase  of  accuracy 
in  the  testing.  In  TEG,  as  the  system  is  known.  Microspheres 
are  injected  into  the  dorsal  veins  of  each  foot  and  flow 
upward  through  the  deep  venous  system. 


Bendix  Shows  Oxygen  Concentrator 

A new  compact  “single  dial  control”  oxygen  concentrator 
has  been  shown  recently  by  the  Bendix  Corporation.  The  new 
model  4000  Oxygen  Concentrator  uses  normal  room  air  as  its 
source  for  producing  continuous  therapeutic  oxygen. 


Transdermai  Therapeutic  Motion  Sickness  Relief  De- 
veloped 

A transdermai  scopolamine  system,  based  on  placing  of 
small,  thin  adhesive  films  on  skin  surface  to  deliver  systemic 
medication,  has  been  given  approval  from  the  USFDA. 
ALZA  Corporation,  principally  controlled  by  CIBA-GEIGY 
Corporation,  developed  the  medication  delivers  the  drug 
scopolamine  for  three  days  with  a single  application.  The 
system  is  licensed  for  marketing  in  the  United  Kingdom. 


Eli  Lilly  Injectable  Antibiotic  Introduced 

A new  injectable  cephalosporin  antibiotic,  Mandol  or 
cefamandole  nafate,  has  been  introduced  by  Eli  Lilly  & 
Company.  Mandol  is  indicated  for  infections  of  lower  re- 
spiratory tract,  including  pneumonia,  urinary  tract  infec- 
tions, and  septicemia. 


HEALTH  CENTRAL  NEEDS 
FAMILY  PRACTITIONERS 
INTERNISTS 
OB/GYN  SPECIALISTS 
PEDIATRICIANS 

A federally-qualified,  staff  model  health  maintenance 
organization  opening  January,  1979. 

Nebraska's  capital  city  of  200,000,  home  of  the 
University  of  Nebraska. 

This  represents  a giound  floor  opportunity  to  practice 
under  ideal  conditions  in  a modern  new  facility  and  three 
excellent  hospitals  in  the  community. 

Salary  commensurate  with  experience.  Liberal  fringe 
benefit  package.  Malpractice  insurance  paid. 
Relocation  expenses  paid. 

Send  curriculum  vitae,  including  salary  requirements  to: 

JOHN  L.  LUCAS,  M.D. 

Medical  Director 

HEALTH  CENTRAL 

17th  & N Street 
Lincoln,  NE  68508 

For  immediate  attention,  call: 

(402)  475-7000 
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m)RKING 
TOGETHER 
PAYS  DIVIDENDS. 


For  the  last  five  years,  /Etna  Life  & 
Casualty  has  been  providing  professional 
liability  coverage  to  physicians  in  Montana 
and  Wyoming.  Both  the  MMA  and  the 
WSMS  have  sponsored  this  valuable  pro- 
gram in  your  state  from  the  start  with  im- 
portant benefits  to  members. 

Due  to  improving  results  over  the  last 
two  years,  /Etna  has  now  been  able  to  de- 
clare a substantial  cash  dividend  to  mem- 
bers for  1978. 

There’s  a lot  more  good  news  coming 
up  for  1979.  Favorable  experience  is  permit- 
ting an  overall  rate  reduction.  Also,  the  5% 


partnership  and  corporation  surcharge  has 
been  dropped  and  so  has  the  25%  surcharge 
for  employed  physicians.  Ask  about  the  new 
flexibility  available,  too. 

Perhaps  the  biggest  “dividend”  of  ail  is 
that  /Etna  is  able  to  back  your  policy — even 
in  crisis  years.  To  find  out  about  your  many 
program  improvements,  contact  your  local 
^tna  agent. 


LIFE  & CASUALTY 

The  .-Eind  Cdsudliv  dnd  Surci\  Lompjnv 
1 he  Standard  Fire  Insurance  CompanN 


Not  available  in  Colorado  or  New  Mexico 


C/  ontinuing  Medical  Education  in  its  pioneer- 
ing phase  is  having  ripple  effects  beyond  its 
intended  upgrading  of  practitioners  who  would 
otherwise  be  academically  slothful: 

C M E' Re  •Each  hospital  can 

, . ■ , seduce  better  meeting 

ulcUing  one  S attendance  and  can  jus- 

State  of  Grace  tify  a clerk  to  (a)  com- 
puterize each  doctor’s 
attendance  data,  and  (b)  ascertain  his  CME 
status  before  annual  renewal  of  privileges. 

• State  licensure  boards  can  terrify  retired 
physicians  into  continuing  their  training  as  the 
implied  price  of  license  renewal  (without  one, 
you  can’t  prescribe  for  family  or  even  belong  to 
the  medical  society).  Colorado’s  board  hasn’t  ac- 
tually said  that  licenses  will  be  revoked  or 
when — just  that  documenting  one’s  hours  is 
required.  It  goes  by  the  calendar  year. 

•Specialty  society  membership  is  increasingly 
contingent  upon  the  magic  150  hours  every 
three  years,  but  not  necessarily  by  calendar 
years. 

•AMA  offers  a Certificate  award  when  volun- 
tarily sought.  It’s  on  a calendar  year.  (But  be- 
ware: some  Category  I credits  accredited  by 
others  get  shifted  by  AMA  auditors  to  Category 
II.)- 

•Speciality  board  certificates  are  likely  to  be 
adulterated  by  mandatory  re-certification  or  by 
some  periodic  updating  of  diplomas  with  date 
stickers  to  indicate  ongoing  CME  accreditation. 


• Spouses  more  resignedly  accept  Category  I 
junkies’  attendance  at  seminars  and  conven- 
tions despite  the  sacrifice  of  togetherness  with 
the  children. 

•Professorial  moonlighting  can  be  well  paid  for 
tuition-supported  seminars,  and  more  readily 
elicit  Category  I validation.  (Parenthetically, 
we  deplore  those  strident  letters  to  the  JAMA 
editor  asserting  that  doctors’  charging  for 
educating  their  peers  is  un-Hippocratic.) 

•For  the  freebies,  a whole  new  Madison  Av- 
enue industry  has  been  spawned  — program- 
med "learning”  symposia  via  TV,  circuit-riders, 
audio  tapes,  and  self-evaluation  questionnaires 
- all  subsidized  by  commercial  sponsors.  Only 
recently  has  their  credibility  in  pure  science 
been  tainted  by  two  incidents:  (a)  a promotional 
letter  testifying  to  the  "success”  of  the  first  pro- 
gram in  Boston  was  received  in  Denver  the  day 
before  that  program,  and  (b)  Jack  Anderson’s 
carping  syndicated  suspicion  of  drug  huckster- 
ing because  a sponsor’s  generic  nostrum  was  too 
often  mentioned  by  participants. 

In  sum,  CME  pioneering  is  fraught  with  early 
confusion,  inconsistent  criteria,  and  consumer 
resistance.  We  look  forward  to  improved  prog- 
ramming, less  paper  work,  and  fewer 
technicalities.  We  applaud  CME’s  intent,  regret 
its  compulsion,  and  bow  to  its  promotion  of  sys- 
tematized clinical  expertise.* 

* Happily,  Colorado's  Council  on  Scientific  Education  has  targeted  the  problems  regionally 
by  generating  atroika  Colorado  Consortium  for  Continuing  Medical  Education  jointly 
funded  by  the  Colorado  Medical  Society,  the  Colorado  Foundation  for  Medical  Care  and 
the  University  of  Colorado  Medical  Center 


for  1979 


59 


G ood  news  from  the  socioeconomic  front:  Dr. 
Kenneth  Platt,  executive  head  of  the  Colorado 
Foundation  for  Medical  Care  announces  its 
long-sought  replacement  of  100  per  cent  PSRO 
concurrent  review  in  favor  of  problem-oriented 

computerized  retros- 
De regulation:  pective  review  of  Medi- 

Professional  care/Medicaid  hospital 

Style  patient  care  in  Col- 

orado. This  shift  to  a 
sharper  focus  on  over-all  hospital  and  practice 
patterns  promises  less  pro  forma  policing  of 
clinical  work  and  greater  cost-effectiveness 
administratively.  It  has  apparently  earned 
Washington’s  blessing  because  of  Colorado’s 
convincing  data  base  of  experience  to  date. 

Although  totally  unsolicited,  our  kudos  are 
extended  to  Colorado’s  architects  of  its  Founda- 
tion (Drs.  John  Wood  and  Kenneth  Platt  as 


founding  wheels  and  Don  Derry  as  their  medi- 
cal society  administrative  back-up)  for  the  three 
having  the  prescience  in  1970  to  generate  the 
Foundation  (pre-PSRO)  as  the  nation’s  first 
funded  peer-review  mechanism  under  medical 
society  aegis.  They  risked  (and  incurred)  the 
penalties  of  high-profile  pioneering  in  a profes- 
sionally suspect  socioeconomic  wilderness.*  But 
their  rationale  and  intent  in  creative  coping 
socioeconomically  via  organized  medicine  ap- 
pear at  last  to  be  approaching  vindication,  if 
computerized  retrospective  review  wisely  ad- 
dresses flagrant  practice  problems  with  mini- 
mal regulatory  intrusion  upon  quality/cost-ef- 
fective clinical  service. 

★ 

Dr.  William  Gibson  in  A/D  Medical  Newsmagazine  (December,  1978)  credits  British 
surgeon  Wilfred  Trotter  as  saying  that  we  receive  “a  new  idea  in  medicine  about  as 
willingly  as  the  body  receive(s)  a foreign  protein.  The  inflammation  surrounding  each  (is) 
often  highly  visible.” 


Book  Review 

FIRST  100  YEARS,  Being  a Review  of  the  Begin- 
nings, Growth,  and  Development  of  the  Montana 
Medical  Association  in  Commemoration  of  its  Cen- 
tennial Year.  Prepared  hy  The  Ad  Hoc  Centennial 
Planning  Committee  of  the  Association.  Leonard  W. 
Brewer,  MD,  Chairman.  Bitterroot  Litho,  Missoula, 
Montana,  1978.  $17.50. 

PETTICOAT  AND  STETHOSCOPE,  A MON- 
TANA LEGEND.  The  Story  of  Montana’s  Women 
Physicians.  Editor:  John  A.  Forssen.  Published  and 
copyrighted  hy  Mabel  E.  Tuchscherer,  MD.  Bitterroot 
Press,  Missoula,  Montana.  $4.00. 

These  two  volumes  published  in  observance  of  the 
Centennial  of  the  Montana  Medical  Association  are 
worthy  volumes  which  inform  us  of  the  tremendous 
accomplishment  in  Montana’s  medical  life  and  of 
those  hardy  19th  and  20th  century  pioneers  whose 
efforts  drove  home  such  achievements. 

Dr.  Brewer’s  committee  has  been  well  established 
to  handle  the  diverse  aspects  of  a state’s  medical  life 
history. 

His  committee  of  writing  doctors  has  addressed  the 
"societal  symptoms  of  concern  to  physicians,” 
whether  they  be  the  economics  of  health  and  disease, 
the  often  bizarre  history  of  pioneer  medicine,  the 
moves  towards  the  gathering  offerees  of  doctors  into 
the  Montana  Medical  Association,  or  the  dramatic 
story  of  Montana’s  efforts  to  stay  the  dread  Rocky 
Mountain  Spotted  Fever. 

The  early  days  are  highlighted  by  intriguing  per- 
sonalities. Lewis  and  Clark  came  through  Montana 
on  their  way  to  find  a new  route  to  the  Pacific  with 
$90.69  woilh  of  powdered  Peruvian  bark,  the  source 
of  quinine.  Sam  Thompson  in  1843  built  up  a mem- 
bership of  between  three  and  four  million  individuals 
for  his  Friendly  Botanical  Society,  which  was  a self- 
curing aggregation  using  lobelia  treatments. 


The  ailments  facing  these  individuals  in  early 
Montana  were  smallpox,  diptheria,  scarlet  fever,  and 
Rocky  Mountain  Spotted  Fever.  Gunshot  and  knife 
wounds  came  with  alarming  frequency.  One  doctor 
liked  to  treat  appendicitis  with  buckshot  - a couple  of 
swallows  was  thought  to  close  things  up! 

Behind  the  formation  of  the  Association  was  the 
reminder  that  "to  react  in  constructive  ways  in  pre- 
serving the  successful  and  necessary  elements  of 
health  care  is  the  legislative  challenge!” 

The  Association  now  endeavors  to  work  in  aware- 
ness of  the  "dilution  of  ongoing  personal  physician- 
patient  contact  and  communication,  imposed  by  the 
sharp  specialization  of  the  physician,  and  the  team 
approach  to  so  much  of  the  complex  present  day  diag- 
nosis and  treatment.” 

The  drama  of  Montana’s  medical  history  is  most 
strongly  told  in  the  expression  of  resentment  of  gov- 
ernment intervention  in  conflict  with  a sobering 
number  of  deaths  from  Rocky  Mountain  Spotted 
Fever;  the  "Wars  of  the  Spotted  Fever  Researchers” 
were  climactic  and  fierce,  and  delayed  solution.  This 
narrative  is  interesting  to  read  about  both  in  the 
account  of  the  formation  of  the  State  Health  Depart- 
ment and  again  in  a separate  section  on  this  Fever. 

Dr.  Tuchscherer  has  gathered  together  short  biog- 
raphies of  women  who  have  been  major  practitioners 
in  Montana  since  the  earliest  days,  and  these  are 
arranged  in  County  Society  sections.  Where  a 
chronological  detailing  would  have  shown  the  inter- 
play and  struggles  of  these  particular  pioneers  in 
more  poignant  fashion,  and  more  strikingly  indicate 
the  arrival  of  women  at  a place  of  some  considerable 
dignity,  the  utilized  arrangement  has  meaning  for 
the  members  of  the  Montana  Medical  Association,  all 
of  whom  have  been  shown  by  these  two  volumes  to  be 
accrediting  themselves  within  a venerable  and  ad- 
mirable tradition.  Allen  Young 

Assistant  Editor 
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Transitional  cell  carcinoma 

of  the  bladder 


Treatment  of  a patient  with  bladder  cancer  is 
a function  of  several  factors,  including  the  stage 
and  grade  of  the  tumor,  age  and  general  physi- 
cal condition  of  the  patient,  and  the  history  and 
nature  of  previous  bladder  tumors  and  their 
treatment.  Because  of  this  need  to  tailor  treat- 
ment individually,  especially  for  some  of  the 
more  invasive  tumors,  it  is  important  to 
monitor  the  overall  results  of  our  treatment  to 
ensure  that  our  patients  do  as  well  as  other, 
larger,  reported  series  of  patients  with  this  di- 
sease. 

Purpose 

The  purpose  of  this  paper  is  to  review  all  pa- 
tients with  transitional  cell  carcinoma  of  the 
urinary  bladder  seen  by  one  urologist  at  The 
Billings  Clinic  over  a five  year  period,  in  order 
to  evaluate  (a)  patient  population  according  to 
stage  and  grade  of  lesion,  (b)  recurrence  rate  of 
low  grade,  low  stage  lesions,  (c)  rate  of  progres- 
sion in  stage  of  recurrence,  and  (d)  effectiveness 
of  different  modalities  of  therapy. 

Materials  and  Methods 

Fifty  patients  with  transitional  cell  car- 
cinoma of  the  urinary  bladder  were  treated  by 
one  urologist  at  The  Billings  Clinic  over  a five 
year  period  from  1972  through  July  of  1977. 
They  ranged  in  age  from  47  to  90.  Eighteen 
patients  were  smokers,  15  patients  were  non- 
smokers  at  the  time  of  diagnosis;  this  informa- 
tion was  not  available  on  19  patients.  Their 
occupational  histories  comprised  a wide  variety 
of  vocations,  including  farmers,  ranchers, 
businessmen,  and  housewives,  but  no  industrial 
workers  exposed  to  known  chemical  carcino- 
gens. 

Findings 

There  were  13  patients  with  stage  0 tumors, 
i.e.,  no  invasion  of  the  lamina  propria.  These 
were  all  grade  i-ii  tumors.  There  were  18  pa- 
tients with  stage  A tumors,  invasion  of  the 
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lamina  propria  but  not  into  underlying  muscle. 
12  of  these  patients  had  grade  i-ii  tumors,  and  6 
had  grade  iii  lesions.  There  were  6 patients  with 
stage  B,  grade  iii  lesions;  one  patient  who  was 
stage  C;  7 patients  stage  Di,  all  grade  iii;  and  5 
patients  who  were  stage  D2,  grade  iv. 

Their  distribution  is  represented  in  graphic 
form  in  Table  1. 

Results 

STAGE O 

All  twelve  patients  were  treated  by  trans- 
urethral resection  alone  with  followup  cystos- 
copy every  three  months.  Of  that  group,  10  of  12 
are  alive  without  evidence  of  disease,  for  a sur- 
vival rate  of  83  per  cent.  7 of  12  (58  per  cent)  had 
at  least  one  recurrence.  Two  of  twelve  patients 
upstaged  their  lesions  (16  per  cent).  Of  interest 
is  one  patient  who  had  ten  stage  O,  grade  i-ii, 
recurrences  over  a ten  year  period,  then  de- 
veloped a stage  B2  lesion  which  rapidly  progres- 
sed to  stage  D.  He  died  of  his  disease  within  two 
years  of  upstaging  his  lesion. 

STAGE  A 

Of  eighteen  patients  with  stage  A tumors, 
thirteen  are  alive  without  evidence  of  disease 
(72  per  cent).  There  were  13  patients  who  de- 
veloped recurrences  (72  per  cent).  Of  the  13  pa- 
tients who  developed  recurrences  three  ( 16  per 
cent  of  all  patients)  upstaged  and  upgraded 
their  lesions,  and  eventually  died  of  their  dis- 
ease. 

STAGE  B 

Six  patients  had  stage  B lesions.  Two  patients 
had  4500  rads  plus  a radical  cystectomy,  and  are 
alive  without  evidence  of  disease.  Two  patients 
had  1600  rads  followed  immediately  by  radical 
cystectomy,  and  are  alive  without  evidence  of 
disease.  One  patient  initially  presented  with  a 
B2  lesion,  which  rapidly  progressed  to  a stage  D 
and  he  died  of  his  disease  despite  an  ileal  loop 
and  6600  rads  of  the  bladder  and  pelvis.  The  last 
patient  was  treated  by  transurethral  resection 
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only.  Three  months  later  he  developed  a recur- 
rence which  rapidly  progressed,  and  he  died  of 
his  disease.  This  is  a crude  survival  rate  of  66 
per  cent.  Since  only  one  of  the  patient  who 
underwent  cystectomy  had  residual  tumor  in 
the  specimen,  we  believe  that  the  survivors 
have  a good  long  term  prognosis. 

STAGE  C-Di 

There  was  one  patient  with  a stage  C lesion 
and  7 patients  with  stage  Di  lesions,  or  a total  of 
8 patients.  Only  two  of  these  patients  are  alive. 
One  had  1600  rads  followed  immediately  by 
radical  cystectomy,  and  the  other  had  an  ileal 
loop  followed  by  6600  rads  to  the  bladder  and 
pelvis.  This  is  a crude  survival  rate  of  25  per 
cent,  and  the  patient  who  received  6600  rads 
represents  the  only  apparent  cure  in  this  series, 
using  radiation  alone  as  the  only  mode  of 
therapy. 

STAGE  D2 

There  were  five  patients  with  stage  D2  dis- 
ease none  of  whom  survived  over  a year. 

Discussion 

Our  Stage  O patients  have  an  83  per  cent 
tumor  free  survival  rate,  which  compares 
favorably  with  70-84  per  cent  cure  rate  reported 
by  others. 1 Stage  A patients  show  a 72  per  cent 
tumor  free  survival  rate,  which  again  compares 
favorably  with  the  65-70  per  cent  cure  rate  re- 
ported in  larger  series 

Our  Stage  B patients  show  a crude  survival 
rate  of  66  per  cent.  Our  survivors  all  underwent 
pre-operative  irradiation  followed  by  cystec- 
tomy, whereas  the  two  patients  who  died  in  this 
group  were  treated  by  transurethral  resection 
alone.  We  believe  that  this  is  significant,  and 
that  pre-operative  radiation  followed  by  radical 
cystectomy  is  the  treatment  of  choice  for  inva- 
sive, resectable  tumors.  We  have  recently  used 
1600-2000  rads  followed  by  immediate  radical 
cystectomy,  as  the  cystectomy  is  much  easier 
than  after  4500  rads,  and  the  early  five  year 
survival  rates  with  this  method  seem  to  be  the 
same.  We  are  encouraged  further  by  the  fact 
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0 12 

A 13 
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that  three  of  these  four  patients  had  no  residual 
tumor  in  the  specimen,  which  further  enhances 
their  prognosis. 

Our  survival  rate  for  one  stage  C patient  and 
7 stage  Di  patients  is  25  per  cent  at  present. 
Both  survivors  were  Di  patients.  One  patient  of 
interest  in  this  group  is  a 7 1 year  old  female  who 
had  an  ileal  loop  followed  by  6600  rads  to  the 
bladder  and  pelvis.  She  is  alive  without  evi- 
dence of  disease  four  and  one-half  years  later. 
She  is  the  only  survivor  of  six  Di  patients 
treated  in  a similar  manner,  and  may  represent 
a cure  rate  of  (16  per  cent)  using  external  radia- 
tion as  the  only  treatment.  Reported  five-year 
survival  rates  for  this  stage  range  from  5-13  per 
cent. 

We  had  no  Stage  D2  survivors  longer  than  a 
year,  which  is  consistent  with  others’  experi- 
ence when  the  disease  is  widespread  at  the  time 
of  diagnosis. 

Conclusions 

Our  results  to  date  for  treatment  of  all  stages 
of  bladder  cancer  compare  favorably  with  the 
reported  survival  rates  of  larger  series^* 
Longer  followup  is  necessary  before  more  defi- 
nite conclusions  can  be  drawn. 

The  high  recurrence  rate  and  significant  rate 
of  upstaging  and  upgrading  of  recurrences  in 
our  stage  O and  A groups  make  frequent  fol- 
lowup cystoscopy  mandatory  to  achieve  good 
treatment  results  in  these  patients. 

Our  best  results  to  date  in  treatment  of  pa- 
tients with  invasive  bladder  tumors  has  been 
with  pre-operative  radiation  followed  by  radical 
cystectomy,  and  we  prefer  2000  rads  over  five 
days  followed  by  immediate  operations.  • 
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Chronic  obstructive  pulmonary 

disease  - think  rhythm 

Richard  D.  Tenney,  MD,  Bozeman,  Montana 


It  is  imperative  that  arrhythmias  in  patients 
with  Chronic  Obstructive  Pulmonary  Disease 
be  recognized  and  properly  treated.  Most  pa- 
tients admitted  to  the  hospital  for  COPD  (as 
defined  by  arterial  blood  gases)  have  in- 
adequate recognition  of  their  frequently  inter- 
mittent disturbances  in  impulse  formation, 
conduction,  and  rhythm.  Standard  EKG’s  will 
detect  approximately  30  per  cent  of  ar- 
rhythmias, contrasted  with  a nearly  80  per  cent 
detection  rate  for  ambulatory  monitoring^’  In 
this  group  of  patients  whose  arrhythmias  were 
detected  by  ambulatory  monitoring,  57  per  cent 
required  pharmacologic  measures  for  control**. 

Table  I indicates  the  types  of  arrhythmias 
found.  When  this  table  is  compared  with  other 
investigators’  findings,  the  following  conclu- 
sions would  seem  appropriate: 

(1)  A significant  percentage  of  COPD  patients 
have  arrhythmias. 

(2)  Atrial  arrhythmias  occur  more  frequently 
than  ventricular  arrhythmias. 

(3)  Atrial  fibrillation  or  atrial  flutter  are  un- 
common and  might  indicate  other  underlying 
etiologies  for  their  presence. 

(4)  Bundle  branch  block,  primarily  left  bun- 
dle branch  block,  is  usually  not  secondary  to 
COPD  or  marked  alterations  in  arterial  blood 
gases. 

(5)  Sinus  bradycardia  is  uncommon  in  these 
patients^'  **. 

The  connotation  "significant  arrhythmias’’ 
indicates  that  pharmacologic  treatment  was 
rendered. 

Both  ventricular  and  supraventricular  ar- 
rhythmias were  detected.  The  former  are  more 
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ominous  and  portend  complications  for  the  pa- 
tient. Of  interest  is  the  fact  that  both  supraven- 
tricular and  ventricular  arrhythmias  were  pre- 
ceded by  isolated  premature  atrial  or  ventricu- 
lar beats.  Such  premature  beats  were  observed 
until  discharge  and  also  subsequently  during 
outpatient  visits*  ^ In  the  study  by  Hudson  et 
al*,  none  of  these  patients  with  ventricular  ar- 
rhythmias survived  the  study  period  of  2-V2 
years. 

The  PO2,  according  to  Siders^,  is  most  signific- 
ant at  levels  less  than  37  mm  Hg.  More  PVC’s 
were  observed  in  conjunction  with  PO2  below 
this  level  (87  per  cent  of  patients)  than  above  it 
(only  4 per  cent  of  patients). 

In  addition,  a PC(32  greater  than  70  mm  Hg 
appeared  to  be  an  important  arrhythmogenic 
factor.  However,  Siders  does  not  consider 
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hypercapnia  to  be  as  important  as  hypoxia,  a 
feeling  shared  by  other  investigators®  . Sup- 
raventricular arrhythmias  were  usually  as- 
sociated with  less  severe  degrees  of  hypoxia  and 
hypercapnia  than  ventricular  arrhythmias.  No 
correlation  could  be  made  between  arterial 
blood  gas  levels  and  incidence  of  bundle  branch 
block® 


SUMMARY 

Potentially  lethal  arrhythmias  occur  fre- 
quently in  both  hospitalized  and  non-hos- 
pitalized  patients  with  chronic  obstructive 
pulmonary  disease  (COPD).  These  arrhythmias 
are  not  adequately  detected  by  standard  EKG 
and  require  employment  of  ambulatory 
monitoring.  Vigorous  attempts  at  detection  and 
treatment  is  mandatory  in  the  management  of 
such  patients.  • 
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Fetal  alcohol  syndrome: 

rhinorrhea,  persistent  otitis  media,  choanal  stenosis, 
hypoplastic  sphenoids  and  ethmoid 

Kit  G.  Johnson,  MD,  Missoula,  Montana* 


Although  the  adverse  affects  of  maternal  al- 
coholism apparently  have  been  recognized  for 
centuries^;  the  articles  by  Jones,  Smith,  et  al®>® 
in  1973  initiated  definition  of  the  fetal  alcohol 
syndrome  in  the  modern  English  literature. 
Since  then,  there  have  been  many  confirming 
cases  reported"*'^!  and  the  syndrome  has  success- 
fully withstood  analytic  comment^^J®. 

The  purpose  of  this  paper  is  to  report  a case  of 
fetal  alcohol  syndrome  which  presented  with 
heretofore  unreported  symptoms  although  they 
might  have  been  anticipated. 

* Fmm:  Depjrtmeni  of  Pediatncs.  Western  Montana  Clinic.  50 1 W,  Broadway.  Missoula, 
Montana  59801 


CASE  REPORT 

An  Indian  infant  was  first  seen  at  four  months  of  age  with 
the  chief  complaint  of  persistent,  severely  stuffy  nose  since 
birth.  He  had  not  had  fever  or  other  significant  signs  or 
symptoms  of  illnesses.  He  had  been  cared  for  by  a family 
physician  and  evaluated  once  by  an  otolaryngologist  who 
referred  him  for  pediatric  evaluation. 

He  was  the  product  of  the  11th  pregnancy  in  a 35  year  old 
Indian  mother.  His  mother  denied  problems  during  preg- 
nancy, labor,  delivery,  and  the  newborn  period.  His  birth 
weight  was  4054  Kg.  (8  lb.,  15  oz.).  His  mother  stated  his 
eight  siblings  were  living  and  well  except  for  occasional 
episodes  of  "hay  fever.”  She  had  had  two  miscarriages. 

Examination  disclosed  a thin,  active  infant  weighing 
4905  kilograms  (10  lb.,  13  oz.)  and  62.5  cm.  long.  The  fron- 
tal-occipital circumference  was  41  cm.  The  tympanic  mem- 
branes were  pink,  opaque,  and  bulging.  There  was  a puru- 
lent rhinorrhea  from  very  small  nares.  The  facial  bones 
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appeared  compressed  and  small.  The  palate  was  very  highly 
arched  and  narrow.  A #6  French  catheter  could  be  passed 
through  each  nostril  with  some  difficulty. 

A hospital  workup  for  rhinorrhea,  otitis  media,  and  fail- 
ure to  thrive  indicated  an  elevated  IGE  of  25  units/ml.  Skull 
x-rays  disclosed  hjrpoplastic  sphenoid  and  ethmoid  with 
small  posterior  nasal  canals  (Figure  1.)  Other  tests  were 
normal. 

Information  from  the  Indian  Health  Service  indicated  his 
mother  was  well  known  to  them  for  going  on  "long  alcoholic 
weekends,”  and  leaving  the  children  in  the  care  of  their 
older  siblings.  The  mother  denied  excessive  alcohol  use  but 
admitted  to  drinking  over  weekends.  She  was  living  with 
her  third  husband  at  the  time.  The  Indian  Health  Service 
agreed  to  send  a home  health  visitor  daily  to  assure 
adequate  care  of  the  infant  in  conjunction  with  the  state 
Child  Protection  Agency. 

Despite  intensive  hospital  and  out-patient  treatment 
with  antibiotics  and  oral  decongestants,  rhinorrhea  and 
otitis  media  persisted  for  two  months.  He  was  referred  for 
tympanostomy  and  insertion  of  polyethelene  tubes. 

At  six  months  of  age  his  Denver  Development  Screening 
Test  was  within  normal  limits.  His  weigkt  was  6180  Kg.  (13 
lb.,  10  oz.),  and  his  length  was  66.3  cm. 


Discussion 

Curiously,  skull  x-rays  are  seldom  mentioned 
in  the  case  reports  of  fetal  alcohol  syndrome. 
The  only  reports®* to  mention  skull  x-rays 
record  normal  conditions.  However,  the  small 
facial  features  of  the  syndrome  could  be  ex- 
pected to  be  associated  with  the  fetal  alcohol 
S5aidrome.  In  this  case,  the  small  bones  of  the 
base  of  the  skull  produced  the  clinical  features 
of  choanal  stenosis  with  persistent  rhinorrhea 
and  persistent  otitis  media.  It  is  probable  the 
eustachian  canals  were  also  stenotic. 


Figure  I . Skull  x-rays  disclose  hypoplastic  sphenoid  and  ethmoid  with  smalt 
posterior  nasal  canals. 


Summary 

Persistent  rhinorrhea,  continuing  otitis 
media,  choanal  stenosis,  and  hypoplastic 
ethmoid  and  sphenoids,  should  be  included  as 
possible  manifestations  of  the  fetal  alcohol  syn- 
drome. Similarly,  the  fetal  alcohol  syndrome 
should  be  added  to  the  differential  diagnosis  of 
persistent  rhinorrhea,  choanal  stenosis,  and/or 
otitis  media  during  infancy.  • 
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Medicine  in  nineteenth- century 
Montana* 


Charles  W.  Bodemer,  PhD,  Seattle,  Washington 


In  recognition  of  the  centennial  of  the  Montana 
Medical  Association  this  article  reviews  the  growth 
of  medicine  in  Montana  from  the  self-treatment  of 
isolated  fur  trappers  at  the  beginning  of  the 
nineteenth  century  to  the  emergence  of  a regular 
profession  and  supporting  institutions  at  century’s 
end.  It  emphasizes  the  interrelation  of  medicine  and 
its  social  environment  at  successive  periods  in  Mon- 
tana’s development  from  an  unexplored  wilderness  to 
one  of  the  United  States  of  America. 

I 

Thomas  Jefferson  had  vast  visions  of  "a  continent 
occupied  by  a people  speaking  one  language,  gov- 
erned by  similar  forms  and  by  similar  laws.”  Thus  the 
Lewis  and  Clark  Expedition  of  1805-06,  which  not 
only  countered  the  Canadian  thrust  into  the  North- 
west and  gave  the  United  States  a valuable  claim  to 
the  Columbia  Valley,  but  disclosed  the  lucrative  re- 
sources of  the  far  Northwest.  Its  report  that  the  upper 
Missouri  "is  richer  in  beaver  and  otter  than  any  coun- 
try on  earth”  provoked  a rush  into  the  Northwest  by 
individuals  and  organizations  anxious  for  pelts  and 
profits.  The  resultant  fur  trade  determined  the  early 
development  of  the  Far  Northwest. 

Lewis  and  Clark  were  the  first  whites  to  write  of 
Montana,  but  interest  in  furs  made  the  region  promi- 
nent, as  British  and  American  interests  competed  for 
control  of  the  Oregon  country.  The  Northwest  Com- 
pany established  the  British  presence,  its  network  of 
posts  extending  west  beyond  the  Rockies  into  the 
Lower  Columbia  Basin,  giving  it  control  of  the  Upper 
Columbia  fur  trade.  The  Company  merged  with  Hud- 
son’s Bay  Company  in  1821,  and  the  newly  organized 
Columbia  Department  included  what  is  now  Oregon, 
Washington,  and  northwestern  Montana.  As  an  in- 
strument of  empire,  the  fur  trade  gave  the  Ameri- 
cans, through  the  American  Fur  Company,  control  of 
eastern  Montana.  The  British  controlled  most  of  the 
Oregon  country  until  1846,  when  they  ceded  land 
below  the  49th  parallel  to  the  United  States. 
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The  fur  traders  were  essentially  aggressive 
businessmen,  but  the  trappers  were  colorful.  Moun- 
tain men  like  Jedediah  Smith  and  Hugh  Glass  cap- 
tured the  public  imagination  with  their  exploits 
which  placed  them  in  the  national  mythology.  Most  of 
their  lives  were  spent  alone  or  in  small  parties  hun- 
dreds of  miles  from  civilization.  They  provided  their 
own  medical  care.  Their  medicine  was  as  rough-and- 
ready  as  their  rough-and-tumble  annual  rendezvous 
on  the  Upper  Green,  Snake,  or  Bear  rivers. 

The  trappers  adopted  some  Indian  medicine,  but 
whiskey  was  their  sovereign  remedy,  100  proof 
against  ailments  and  boredom  - and  their  routine 
anesthetic  as  well.  With  herbs,  poultices,  sweat- 
baths,  a hunting  knife,  whiskey,  and  an  incredible 
sang-froid  the  mountain  men  faced  disease  and  in- 
jury, generally  alone  in  the  wilderness.  It  seems  that 
was  enough.  Ashley  reported  that  the  trappers  suf- 
fered only  from  "slight  fevers  produced  by  colds  or 
rheumatic  afflictions.”  Their  isolation  certainly  pro- 
moted their  health;  the  influence  of  their  diet  can 
only  be  estimated.  Mountain  men  substituted  cherry 
root  tea  for  coffee  and  ate  thinly  sliced  bread  root 
sprinkled  with  gunpowder.  Their  primary  diet  was 
fresh  meat.  This  meant,  an  early  physician  wrote: 

Panther  meat,  then  beaver  tails  boiled,  unborn  buffalo 
calves  before  they  hair  over,  rattlesnakes  like  a long  chicken 
neck  only  thinner,  skunks  and  goats.  Then  there  is  buffalo. 
The  whole  critter,  mind  you,  barring  hide,  hair,  horns  and 
hoofs  . . . On  the  prairie  you  will  have  the  cow’s  insides  for 
choice  marrow,  lights,  heart  and  tongue,  warm  liver  spiced 
with  gall,  and  bestof all,  guts  - plain  guts  - and  raw  at  that. 

The  mountain  men  thrived  on  such  a diet.  In  one 
four-year  fur  expedition  in  the  Northwest,  not  "a 
single  man  (was  lost)  by  death  except  those  who  came 
to  their  end  prematurely  by  being  shot  or  drowned.” 
Trappers  were  apparently  too  tough  and  too  mean  to 
succumb  to  disease. 

II 

Christian  missionaries  had  long  been  in  the  fore- 
front of  New  World  settlement,  and  seldom  was  the 
Macedonian  Call  heard  more  clearly  than  early  in  the 
nineteenth  century.  Thus  during  the  1830’s  the 
Methodists  sent  Jason  Lee  and  a small  group  to  found 
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Figure  I.  For  the  Mountain  men,  whiskey  was  the  universal  remedy  and 
routine  anesthetic. 

the  first  Protestant  mission  in  the  Oregon  country. 
This  Willamette  Valley  mission  became  the  nucleus 
of  American  colonization,  attracting  settlers  west- 
ward. It  was  the  Reverend  Samuel  Parker,  author  of 
The  Far  West,  however,  who  attracted  Dr.  Marcus 
Whitman  to  the  Oregon  country. 

In  1835,  to  confirm  that  the  Northwest  Indians 
desired  Christian  missionaries,  Parker  and  Whitman 
went  up  the  Missouri  with  Fontenelle’s  brigade  of  fur 
trappers.  The  latter  found  Parker’s  demeanor  ap- 
propriate to  his  schoolmaster  coat  and  top  hat,  while 
Whitman’s  teetotalling  religiosity  amused.  Both  men 
were  subjected  to  considerable  abuse.  The  trappers’ 
attitude  toward  Whitman  changed  in  June,  however, 
when  they  were  faced  with  cholera.  The  physician  so 
managed  the  outbreak  that  only  three  of  the  more 
than  fifty  men  in  the  party  died  from  the  disease. 
Whitman’s  reputation  rose  to  even  greater  heights 
after  the  party  crossed  the  Continental  Divide.  They 
reached  the  Green  River  just  in  time  for  the  annual 
rendezvous  of  the  mountain  men.  Amidst  a typical 
rendezvous  scene,  which  surely  impressed  the  two 
missionaries  as  a re-enactment  of  the  last  days  of 
Sodom  and  Gomorrah,  Whitman  was  asked  to  remove 
an  arrowhead  of  three  years’  residence  from  the  back 
of  the  legendary  mountain  man,  Jim  Bridger.  Parker 
wrote  that  "it  was  a difficult  operation  because  the 
arrow  was  hooked  at  the  point  by  striking  a large 
bone,  and  a cartilaginous  substance  had  grown 
around  it.”  But  Whitman  extracted  it  with  the  aid  of 
his  surgical  instruments,  strength,  and  an  ample 
supply  of  whiskey-qua-anesthetic.  The  many  trap- 
pers in  attendance  probably  didn’t  know  that  they 
had  watched  the  first  operation  west  of  the  Rockies 
performed  by  an  American- trained  physician.  Many 
knew,  however,  that  they,  too,  carried  extraneous 
objects  in  their  bodies  and  were  able  to  provide  the 
necessary  jugs  of  anesthetic.  Thus  Whitman  was  kept 
busy  removing  bullets  and  arrowheads  from  the 
tough  hides  of  mountain  men.  Nonetheless,  he  found 
time  to  meet  with  some  Flathead  and  Nez  Perce  In- 
dians and  convince  himself  of  their  interest  in  Christ- 
ian missionaries. 

The  following  year.  Whitman  established  a mis- 
sion among  the  Nez  Perce  and  Cayuse  near  Walla 


Walla.  He  practiced  much  medicine  there,  but  his 
greatest  influence  was  in  encouraging  westward 
migration.  This  mission  became  an  important  stop 
for  immigrants  to  the  Northwest,  and  Whitman  con- 
tributed decisively  to  the  westward  movement  in 
1843  when  he  led  a large  wagon  train  to  the  Oregon 
country,  opening  the  Oregon  Trail. 

In  Montana,  Roman  Catholic  missionaries  were 
more  influential  than  the  Protestants.  This  may  be 
attributed  to  the  Flatheads,  who  sought  out  "black 
robes”  and  their  religion.  This  brought  Pierre- Jean 
DeSmet,  Gregory  Mengarini,  and  Nicholas  Point  to 
the  Bitterroot  Valley  in  1841,  where  they  started 
construction  of  St.  Mary’s  Mission,  one  of  the  birth- 
places of  Montana  history. 

Roman  Catholic  missions  generally  had  no  medical 
orientation,  but  in  the  Northwest  the  Jesuits  directly 
or  indirectly  contributed  to  the  development  of 
medicine  and  its  institutions.  The  co-founders  of  St. 
Mary’s  Mission,  Mengarini  and  Point,  had  some  med- 
ical knowledge  and  earned  good  reputations  as  heal- 
ers. They  were  soon  joined  by  Anthony  Ravalli,  who 
studied  medicine  at  Padua  and  was  the  first  physi- 
cian to  make  Montana  his  field  of  medical  service. 

Ravalli  arrived  at  St.  Mary’s  Mission  in  1845.  He 
immediately  constructed  the  first  flour  mill  and  saw 
mill  in  Montana,  and  a still  to  transform  cam  as  root 
juice  into  alcohol  for  "medicinal  purposes.”  Ravalli 
performed  studies  in  chemistry  and  botany,  learning 
the  medical  properties  of  indigenous  plants  and  im- 
proving Indian  remedies  by  standardizing  them  and 
developing  suitable  dosages.  When  St.  Mary’s  was 
closed  in  1850,  Ravalli  continued  his  medical  work 
among  the  Coeur  d’Alenes  and,  later,  at  the  Colville 
Mission  and  in  California.  In  1863  he  returned  to 
Montana,  serving  the  medical  needs  of  a large  area 
around  St.  Peter’s  Mission  in  Sun  River.  Three  years 
later  he  returned  to  Bitterroot  Valley  and  re-estab- 
lished St.  Mary’s  Mission,  where  he  operated  a dis- 
pensary until  his  death  in  1884.  Eulogized  by  the 
Butte  Miner  as  "the  grand  old  physician  and  religious 
healer  of  the  Bitter  Root  Valley,”  Ravalli  is  impor- 
tant in  Northwest  medical  history.  It  is  quite  appro- 
priate that  Washington  has  its  Whitman  County  and 
Montana  a Ravalli  County. 

Ill 

At  mid-century  the  fringes  of  Washington  Terri- 
tory offered  little  attraction  for  physicians.  This  soon 
changed.  Gold  rushes  in  California,  Nevada,  and  Col- 
orado brought  many  to  the  West.  Early  gold  mining 
centers  soon  faded,  and  by  the  1860’s  prospectors 
clambered  about  the  western  slopes  of  the  Rockies  in 
search  of  gold  and  routes  through  the  Bitterroot 
mountain  barrier.  Thus  it  was  that  Montana’s  first 
major  gold  rush  began  in  1862,  with  the  discovery  of 
placer  gold  in  a tributary  of  the  Beaverhead  River. 
Here,  at  "Grasshopper  Diggings”  erupted  Montana’s 
first  boom  town,  Bannack  City.  Bannack  was  quickly 
crowded,  and  newcomers  sought  and  found  their  own 
diggings  at  Alder  Gulch,  prompting  the  greatest 
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Figure  2 . Anthony  Ravalli,  S.J.  was  the  first  to  make  Montana  his  field  of 
medical  service,  which  he  began  at  St.  Mary’s  Mission  in  1845. 

placer  rush  in  Montana’s  history.  These  and  later 
discoveries  engendered  a gold  rush  which  lasted  only 
a few  years  but  left  an  indelible  mark  on  the  territory. 

Fifteen  hundred  physicians  joined  the  California 
Gold  Rush,  not  to  practice  medicine  but  to  strike  it 
rich.  So  it  was  in  Montana,  where  almost  all  physi- 
cians were  prospectors  who  followed  the  settlements 
accompanying  the  discovery  of  gold.  There  were 
twelve  physicians  among  the  thousand  prospectors  in 
Banna ck  during  1862-63.  Following  the  Alder  Gulch 
strike,  Bannack  emptied,  and  the  twelve  healers 
joined  the  crowd  at  the  richer  strike. 

By  1865  there  were  15,000  miners  and  twenty-two 
medical  practitioners  in  the  Gulch.  Last  Chance 
Gulch,  later  Helena,  became  the  trade  and  medical 
center  for  mining  camps  extending  along  the  eastern 
slope  of  the  Rockies  and  west  of  the  Missouri.  More 
than  twenty  physicians  lived  in  the  settlement  of 
twelve  hundred  people.  For  the  five  thousand  miners 
in  Diamond  City  on  Confederate  Gulch  east  of  the 
Missouri,  there  were  at  least  six  physicians  in  the 
1860’s. 

The  gold  rush  physicians  came  from  the  United 
States,  Europe  and  Asia.  Very  few  came  to  Montana 
for  purely  professional  reasons.  Most  sought  wealth, 
some  health,  some  adventure;  some  were  escaping 
financial,  domestic,  and  other  troubles.  Whatever 
brought  him  there,  the  gold  camp  physician  told  no- 
thing of  himself  or  his  qualifications,  and  ordinarily 
no  one  inquired.  Success  was  determined  by  perfor- 
mance; the  physician  who  failed  with  his  first  pa- 
tients was  strongly  encouraged  to  limit  his  activities 
to  panning  and  sluicing.  Those  who  survived  the  test 
usually  found  work.  The  gold  fields  were  far  from 
sedate.  A mining  camp  physician  lived  with  violence 
and  trouble,  and  his  practice  tended  toward  appro- 
priate specialization.  He  was  most  concerned  with 


injuries  sustained  at  the  mining  sites,  gunshot  and 
knife  wounds  sustained  almost  anywhere,  and  vene- 
real disease  sustained  in  the  social  setting  of  the 
hurdy-gurdy  girls. 

The  gold  rush  physicians  were  a peripatetic  lot,  but 
nonetheless  they  contributed  to  their  communities. 
Thus  in  one  of  the  first  miners’  court  trials  the  judge 
and  two  associate  judges  were  physicians.  Of  the  gold 
rush  physicians,  five  served  as  judges  in  miner’s 
courts,  five  became  probate  judges,  eight  coroners, 
two  sheriffs,  two  county  treasurers,  and  two  superin- 
tendents of  schools.  Other  early  physicians  served  as 
county  commissioners,  justices  of  the  peace,  mayors, 
county  physicians,  and  health  officers.  One  became 
secretary  of  state.  Eight  physicians  were  members  of 
the  legislature,  and  three  served  in  the  constitutional 
conventions  of  1884  and  1889. 

IV 

Applying  the  term  "physician”  to  those  men  who 
called  themselves  "doctor”  and  practiced  medicine  on 
the  frontier  is  somewhat  misleading,  for  the  North- 
west was  populated  by  unorthodox  and  irregular 
practitioners,  quacks,  and  curealls.  The  frontier  "doc- 
tor” did  not  necessarily  have  formal  training,  and  if 
he  did,  it  was  not  necessarily  in  orthodox,  or  al- 
lopathic, medicine. 

By  the  mid- nineteenth  century,  allopathy  in  the 
United  States  had  assumed  the  form  of  "heroic” 
medicine,  which  relied  upon  bleeding,  sweating,  and 
the  indiscriminate  use  of  drugs.  Symptoms  were 
treated,  and  when  they  receded  the  disease  was  pre- 
sumed cured.  The  patient  was  subjected  to  an  array  of 
emetics,  cathartics,  cupping,  bleeding,  calomel,  and 
other  drugs  in  large  dosages.  Heroic  medicine  re- 
quired heroic  patients,  and  public  reaction  against  it 
gave  rise  to  many  unorthodox  medical  sects. 

Homeopathy  was  the  largest  unorthodox  medical 
sect  on  the  Northwest  frontier.  Homeopaths 
theorized  that  a medicine  eliciting  the  symptoms  of  a 
disease  is  effective  in  treatment  of  that  disease,  and 
their  primary  therapeutic  regimen  was  the  adminis- 
tration of  drugs  in  infinitesimal  dosages.  Eclectics 


Figure  3.  St.  Mary' s Mission  in  the  Bitterroot  Valley  of  Montana  was  actively 
dispensing  medical  care  until  1884. 
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also  were  represented  on  the  frontier.  They  selected 
from  all  medical  systems,  including  Indian  medicine. 
Opposing  the  use  of  calomel  and  abuse  of  the  lancet, 
eclectics  advocated  specific  medication,  replacing 
many  regular  drugs  with  others  of  comparable 
physiological  effects.  There  were  also  Thomsonians, 
who  rejected  bloodletting  and  cupping  and  swore  by 
steam  baths  and  herbs,  especially  lobelia  and  sage. 
And  there  were  hydropaths,  who  relied  upon  the 
curative  effects  of  copious  quantities  of  water,  inter- 
nally and  externally.  The  frontier  also  harbored  gal- 
vano-therapists,  physiomedical  therapists,  mental 
therapists,  sanitarians,  and  yet  others  who  didn’t 
subscribe  to  any  particular  medical  doctrine. 

The  allopath  was  the  dominant  medical  man  on  the 
Northwest  frontier.  His  bag  held  emetics,  diaphore- 
tics, cathartics,  diuretics,  alternatives,  tonics,  and 
stimulants.  It  might  also  include  narcotics  and  seda- 
tives, such  as  opium,  camphor,  ether,  musk,  castor, 
and  henbane.  Generally  the  allopathic  physician  pre- 
scribed cathartics  for  inflammations  of  the  bowels, 
including  cancer,  appendicitis,  and  colitis;  emetics 
for  stomach  ailments;  and  calomel  for  biliousness  and 
liver  complaints.  For  diarrheas  and  dysenteries  a 
common  treatment  was  opium  in  large  dosages  and 
an  otherwise  bland  diet.  Chronic  dysentery  might  be 
attacked  with  Elliotson’s  pills  of  copper,  and  opium 
aided  by  enemas  of  zinc  and  alum. 

With  his  medicines  and  surgical  kit,  the  frontier 
physician  attempted  to  cope  with  a variety  of  dis- 
eases. In  Montana  he  was  faced  with  many  fevers. 
So-called  "mountain  fever”  was  prevalent  until  1880. 
Typhoid  was  common,  and  smallpox  often  came  up 
the  Missouri  on  the  boats.  Fevers  were  classified  ac- 
cording to  prevailing  medical  nosology  as  intermit- 
tent, remittent,  and  continuous.  Typhoid  was  often 
called  ardent  fever;  typhus,  also  known  as  nervous 
fever  and  camp  fever,  referred  to  a fever  with  a 
punctate  rash.  The  term  "congestive”  fever  signified 
fever  with  associated  presumed  congestion  of  the 
internal  organs,  and  it  was  used  to  describe  any  se- 


Figure  4 . Mining  camp  physicians  asked  no  questions  and  delivered  attention 
on  the  spot  of  need. 


•Figure  5.  Bannack,  Montana  was  a Gold  Rush  town  that  grew  in  a hurry  and 
needed  doctors  to  care  for  its  people. 

vere  case  of  fever  of  whatever  type.  Other  specific 
febrile  diseases  were  designated  according  to  the 
specific  clinical  picture:  measles,  influenza, 
smallpox,  spotted  fever,  and  puerperal  fever,  to  name 
a few. 

Fevers,  whatever  their  clinical  manifestations, 
were  generally  thought  to  be  caused  by  miasmata, 
and  their  treatment  varied  only  slightly.  The 
sovereign  remedy  for  fevers  was  quinine,  available 
either  as  powdered  Peruvian  bark  or  as  isolated 
quinine  sulphate.  Calomel  was  second  only  to 
quinine.  Purgation  with  calomel  and  administration 
of  quinine  constituted  the  most  popular  regimen  for 
treatment  of  fevers.  The  lancet  was  often  employed, 
especially  if  the  physician  perceived  "an  excess  of 
arterial  action.”  Tincture  of  opium  in  doses  of  30  or  40 
drops  followed  by  quinine  for  a day  or  two  was  popu- 
lar. Emetics  such  as  ipecac  were  commonly  employed, 
as  were  diuretics  and  diaphoretics,  such  as  potassium 
nitrate.  A popular  therapeutic  combination  was  8 or 
10  grains  of  potassium  nitrate.  Vs  grain  of  tartar  eme- 
tic, and  Va  to  Vz  grain  of  calomel  administered  every 
two  or  three  hours. 

Frontier  physicians  seem  to  have  distrusted 
anesthetics,  tending  to  rely  upon  whiskey,  even  when 
ether  and  chloroform  were  available.  They  seem  also 
to  have  practiced  little  preventive  medicine,  except 
for  smallpox  vaccination.  The  community  gave  them 
little  encouragement,  passively  accepting  epidemics 
of  measles,  scarlet  fever,  and  diphtheria. 

The  supply  of  drugs  was  limited  and  shipments 
were  uncertain  on  the  frontier,  so  the  physician  tried 
to  keep  some  on  hand.  He  frequently  owned  or  shared 
interest  in  a drugstore,  and  he  usually  stocked  pro- 
prietary remedies.  The  drugstore  was  an  important 
part  in  frontier  settlements.  Each  large  mining  camp, 
for  example,  had  at  least  one  drugstore,  always  offer- 
ing many  popular  patent  medicines.  There,  according 
to  the  demands  of  his  self-diagnosed  complaint,  the 
customer  could  select  from  among  the  serried  bottles 
such  proprietary  remedies  as  Hotstetter’s  Celebrated 
Stomach  Bitters;  Parr  English  Pad;  Certain  Cure  for 
Contagious  Diseases;  Hamlin’s  Wizard  Oil  for  Liver 
Complaint,  Constipation,  and  All  Disorders  of  the 
Stomach  and  Digestive  Organs;  and  Dr.  Goodman’s 
American  Anti-Gonorrhoea  Pills. 
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V 


A separate  Montana  Territory  was  created  in  1864, 
and  within  five  years  the  population  of  12,000  had 
almost  doubled.  Organized  government  and  a sense 
of  community  were  established,  although  a societal 
motif  had  not  been  altogether  absent  earlier:  witness 
the  citizens  of  Bannack,  who,  one  day  in  1864,  hanged 
twenty-three  outlaws  for  a total  of  one  hundred-two 
murders  — and  started  a school.  By  1870  the  gold 
rush  was  essentially  over.  Population  had  shifted 
from  the  mining  areas  to  established  towns  and 
cities.  Mining  had  changed,  and  the  transient  pros- 
pector was  replaced  by  large  mining  companies  and 
employees  settled  in  one  place.  Montana  was,  how- 
ever, still  frontier  territory.  Settlement  in  the  great 
plains  was  delayed  during  the  1870’s  by  the  Indian 
Wars.  Another  disturbing  factor  was  Chief  Joseph’s 
march  across  Montana.  This  did,  however,  have  one 
positive  effect.  During  the  Battle  of  the  Big  Hole  in 
1877  almost  40  per  cent  of  the  American  troops  were 
killed  or  wounded.  Physicians  from  around  the  area 
came  to  their  aid,  and  thus  earned  a respect  not  pre- 
viously known. 

Population  growth  after  1880  accelerated  as  the 
new  railroads  developed  or  expanded  the  population 
of  towns  along  their  routes,  and  a considerable  popu- 
lation of  farmers  and  ranchers  flowed  into  the  region 
east  of  the  mountains.  There  were  new  cities  for 
physicians  to  serve.  Montana’s  population  more  than 
trebled  from  1870  to  the  close  of  the  territorial  period 
in  1889.  It  grew  most  rapidly  in  the  cities  which 
became  the  centers  of  mining,  industry,  and  trade. 
During  this  period  physicians  moved  to  the  cities  and 
forsook  other  activities  in  favor  of  their  profession, 
some  beginning  to  specialize.  The  population  and 
physicians  concentrated  in  the  cities;  the  rural  popu- 
lation, particularly  in  the  range  area,  was  scattered 
over  thousands  of  miles.  A pattern  was  established; 
great  areas  remained  without  adequate  medical  care. 

The  development  of  large  cities  and  associated  de- 
mographic changes  gave  rise  to  new  medical  con- 
cerns. It  is  not  that  there  weren’t  enough  of  the  old 
ones.  Many  of  the  diseases  of  the  gold  rush  persisted 
and  continued  to  defy  understanding.  "Mountain 
fever,”  not  yet  dissected  into  malaria,  typhoid,  and 
various  other  infections,  was  still  often  treated  with  a 
decoction  of  sage  tea,  an  old  Indian  remedy,  and 
whiskey,  an  old  mountain  man  remedy.  Spotted  fever 
remained  a mystery.  Tuberculosis  was  misun- 
derstood and  accounted  for  approximately  6 per  cent 
of  all  deaths  in  1880.  Typhoid  fever  was  prevalent, 
and  smallpox  occurred  in  serious  epidemic  form. 
Cancer  and  rheumatism  were  common  and  resisted 
effective  treatment.  Epidemic  diseases  were  far  from 
rare.  Scarlet  fever,  diphtheria,  whooping  cough,  and 
measles  became  prevalent  during  the  1870’s,  as  ur- 
banization and  the  proportion  of  children  in  the  popu- 
lation increased.  These  diseases  were  not  managed 
well  by  either  physicians  or  communities.  Quaran- 
tine laws  were  nonexistent,  and  schools  stayed  open 


Figure  6.  This  drugstore  in  Coulson,  Montana,  which  turned  into  Billings  a 
good  deal  later,  was  a frontier  institution  which  stocked  a variety  of  patent 
medicines  guaranteed  to  cure  everyting  from  smallpox  to  impure  thoughts. 


even  during  epidemics.  Not  surprisingly,  severe 
epidemics  swept  the  entire  Territory  in  1873-74  and 
1877-78,  resulting  in  the  deaths  of  many  children. 

VI 

Eventually  communities  develop  social  services 
and  hospitals.  Thus,  beginning  with  the  establish- 
ment of  St.  Joseph’s  Hospital  in  Vancouver  in  1858, 
hospitals  were  created  throughout  the  Northwest 
during  the  second  half  of  the  nineteenth  century.  In 
Montana,  hospitals  were  associated  with  the  military 
forts  since  the  1860’s,  but  their  location  usually  made 
them  of  little  value  to  civilians.  The  first  hospital  for 
Indians  was  established  by  the  ubiquitous  Sisters  of 
Charity  of  Providence  at  St.  Ignatius  Mission  in  1864. 
The  first  general  hospital  was  established  two  years 
later  by  the  citizens  of  Last  Chance  Gulch,  later  the 
capitol  city  Helena,  to  provide  for  "sick  and  helpless 
miners.”  This  hospital  was  replaced  by  a tax-sup- 
ported  hospital  which  cared  for  the  county’s  sick  and 
insane  until  St.  John’s  Hospital  opened  in  1873.  That 
same  year  the  first  general  hospitals  opened  in  two 
other  communities:  St.  Patrick  in  Missoula  and  St. 
Joseph  in  Deer  Lodge.  It  was  in  the  latter  that 
wounded  soldiers  were  treated  after  the  Battle  of  Big 
Hole.  Hospitals  opened  throughout  the  Montana  Ter- 
ritory during  the  1870’s  and,  even  more  in  the  1880’s. 
Even  the  railroads  built  some. 

In  hospitals,  physicians  could  treat  patients  more 
effectively  than  before.  It  was  not  simply  the  exis- 
tence of  these  institutions  that  made  this  possible. 
Medicine  itself  had  undergone  revolutionary 
changes.  The  cell  theory  and  the  concept  of  cellular 
pathology  were  established;  anesthetics  and  Lister’s 
antiseptic  system  were  in  common  use.  The  germ 
theory  of  disease  and  the  concept  of  immunity  were  in 
the  process  of  formualation,  and  the  X-ray  would  soon 
supplement  already  improved  diagnostic,  analytic 
and  surgical  technics.  Hospitals  made  it  possible  for 
the  physician  and  surgeon  of  the  late  territorial 
period  to  apply  medical  advances  to  the  improvement 
of  patient  care. 
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VII 

In  1890,  the  new  State  of  Montana  had  a population 
of  almost  143,000,  much  of  it,  including  physicians, 
concentrated  in  the  cities.  Vast  areas  were  thinly 
populated  and  in  them  people  went  without  medical 
care  or  depended  upon  a general  practitioner  in  a 
distant  community  to  enter  their  farming,  ranching, 
or  lumbering  area  on  horseback.  Both  the  rural  and 
urban  sick,  however,  were  somewhat  more  certain  of 
qualifications  of  persons  appearing  in  the  role  of 
physicians  than  were  the  fur  trapper  and  gold  miner 
of  earlier  years.  For  medicine,  like  the  society  in 
which  it  occurred,  was  becoming  organized  and  at- 
tempting to  ensure  professional  quality. 

For  decades  the  Northwest’s  medical  world  had 
been  one  of  Laissez-faire,  laissez-passer,  and  only  his 
own  caution  protected  the  patient  from  the  fraudu- 
lent or  dangerous  healer.  The  medical  profession  en- 
joyed little  respect,  and  physicians  and  laymen  alike 
recognized  the  need  for  improvement.  Territorial 
physicians  were  thus  anxious  to  separate  competent 
medical  men  from  the  incompetent.  Medical  dip- 
lomas didn’t  guarantee  quality:  standards  of  Ameri- 
can medical  education  were  variable,  and  invariably 
low.  At  the  best  medical  schools  the  curriculum  was 
anemic,  instruction  erratic,  and  criteria  for  gradua- 
tion undemanding.  There  were  also  many  foreign- 
trained  physicians  whose  degrees  signified  as  little  as 
a diploma  from  the  shabbiest  American  proprietary 
school.  People  with  meaningless  credentials  prac- 
ticed throughout  the  Northwest  during  the  second 
half  of  the  nineteenth  century.  In  Montana,  it  seems, 
most  of  the  "quacks”  practiced  in  Madison  County, 
Helena,  and  Butte,  but  some  appeared  elsewhere. 

Attempts  to  ensure  competence  were  made  at  the 
local  level  early  in  the  gold  rush.  In  1865  Virginia 
City  required  a license  to  practice  medicine,  but  this 
merely  required  payment  of  ten  dollars  twice  a year. 
A Butte  grand  jury , convened  twenty  years  later,  had 
practitioners  present  their  credentials,  but  its  major 
action  was  to  conclude  that  "additional  legislation  is 
required  to  protect  the  community  against  the  impo- 
sition of  empirics  and  charlatans.” 

The  unrestrained  activity  of  innumerable  quacks 
practicing  in  the  Territory  precipitated  a "call  for  the 
organization  of  a Territorial  Medical  Association”  by 
a group  of  physicians  meeting  in  Helena  in  1879  with 
the  declared  purpose  of  advancing  "the  best  interests 
of  our  noble  profession.”  That  Association  would  play 
a prominent  role  in  legislation  regulating  the  profes- 
sion, but  its  immediate  impact  was  less  than  earth- 
shaking,  as  witness  the  response  of  Dr.  C.  G.  Brown  in 
Helena  to  an  inquiiy  regarding  the  medical  laws  of 
Montana  in  1885.  "I  will  say,”  Brown  wrote, 

that  medical  laws  in  Montana  are  like  angels’  visits,  'few  and 
far  between.’  Each  physician  is  required  to  pay  a license  of 
$1 6,  and  there  is  a law  which  says  only  M.D.’s  shall  receive  a 
license,  but  there  is  noone  to  enforce  it.  Anyone  who  applies  to 
the  county  treasurer,  says  he  has  graduated,  and  'produces’ 
$16,  gets  his  credentials,  and  enters  into  the  'free-for-all’ . . . 


We  need  a territorial  board  to  regulate  things  . . . I believe 
there  is  not  a medical  society  in  Montana,  and  there  seems  to 
be  very  little  desire  for  mutual  improvement. 

The  desire  for  improvement  and  a territorial  board 
was  very  much  alive  in  the  Medical  Association,  the 
existence  of  which  apparently  escaped  Brown’s 
notice.  After  some  years  of  lobbying,  the  organization 
prepared  a petition  for  a law  to  regulate  medical 
practice  and  formulated  a bill  to  submit  to  the  Legis- 
lature. This  called  for  the  establishment  of  a Board  of 
Medical  Examiners,  which  would  pass  upon  an  indi- 
vidual’s qualifications  before  issuing  a certificate  en- 
titling him  to  practice  medicine  in  Montana.  The 
public  was  also  increasingly  concerned  with  irregu- 
lars and  quacks,  and  thus  the  Helena  Herald  ap- 
proved the  Association’s  action,  concluding  that  "we 
hope  some  law  may  be  agreed  upon  that  will  protect 
the  public  from  these  itinerant  quacks  that  destroy, 
fattening  themselves  like  birds  of  prey  upon  the  dead 
and  dying.”  Two  months  later,  on  the  eve  of  Mon- 
tana’s statehood,  the  governor  signed  the  Medical 
Practice  Act,  legislation  that  reduced  the  number  of 
incompetents  playing  the  role  of  physician,  and  en- 
couraged well-trained  physicians  to  establish  prac- 
tices in  Montana. 

VIII 

Many  changes  occurred  between  the  time  of  the 
Montana  Medical  Association’s  first  annual  meeting 
and  the  end  of  the  century  that  witnessed  the  trans- 
formation of  an  unexplored  wilderness  into  Montana 
State.  The  population  increased  dramatically,  and 
the  number  of  physicians  increased  proportionately. 
The  composition  of  the  medical  profession  also 
changed.  In  1880,  approximately  79  per  cent  of  the 
physicians  in  the  Territory  were  registered  as  regu- 
lars, or  allopaths;  12  per  cent  as  homeopaths;  and  9 
percent  as  eclectics.  Twenty  years  later  the  allopaths 
represented  90  per  cent  of  the  state’s  profession,  the 
homeopaths  8 per  cent,  and  the  eclectics  2 per  cent. 
That  general  change  is  apparent  also  at  the  level  of 
specific  communities.  Thus,  in  Butte,  the  territorial 
bastion  of  the  irregulars , 63  per  cent  of  the  physicians 
were  allopaths  in  1880, 30  per  cent  were  homeopaths, 
and  7 per  cent  eclectics.  In  1900  the  regulars  com- 
prised 87  per  cent  of  the  profession,  the  homeopaths 
11  per  cent,  and  eclectics  2 per  cent. 

At  the  beginning  of  the  twentieth  century, 
medicine  in  Montana  rested  upon  an  organized  base 
at  both  the  state  and  county  levels,  and  the  condi- 
tions, and  existing  institutions,  and,  importantly,  the 
desires  of  the  profession,  favored  the  continued  im- 
provement of  the  profession  and  health  care.  In  less 
than  a hundred  years,  medicine  in  Montana  had  de- 
veloped from  a fur  trapper  treating  himself  with  In- 
dian remedies  and  whiskey  into  an  increasingly  re- 
spected and  effective  profession  supported  by  a net- 
work of  institutions.  By  the  beginning  of  the  twen- 
tieth century,  Montana  medicine,  like  Montana  it- 
self, had  assumed  its  modern  character.  • 
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Newer  aspects  of  therapy  for 
obstructive  pulmonary  disease 

David  E.  Anderson,  MD,  Great  Falls,  Montana 


Chronic  obstructive  pulmonary  disease  comprises 
a category  of  pulmonary  disease  characterized  by 
expiratory  airway  obstruction.  Best  managed  when 
the  pathophysiology  of  the  disease  is  understood  and 
a comprehensive  approach  utilizing  nurses  and  re- 
spiratory therapy  personnel  is  employed,  it  is  ideally 
treated  by  several  of  the  newer  anhydrous 
theophyline  preparations  including  selective  Betai 
agonists,  and  inhaled  steroids  which  reduce 
morbidity  and  mortality  and  improve  the  quality  of 
life  of  patients  with  COPD. 


Chronic  obstructive  pulmonary  disease, 
henceforth  referred  to  as  "COPD”  in  this  paper, 
refers  to  a category  of  diseases  of  the  lung 
characterized  by  airway  obstruction  usually 
present  on  expiration.  Such  pulmonary  prob- 
lems are  chronic  bronchitis,  bronchial  asthma, 
emphysema,  and  asthmatic  bronchitis.  Other 
causes  of  COPD  include  cystic  fibrosis  and  bron- 
chiectasis. Surveys  indicate  an  incidence  of 
COPD  of  3 per  cent  in  the  overall  population,  30 
per  cent  in  men  and  women  over  age  35,  and  an 
even  higher  incidence  in  smokers. ^ The  purpose 
of  this  paper  is  to  discuss  new  and  not  so  new 
methods  in  the  management  of  COPD  which  if 
employed  can  lead  to  decreased  morbidity  and 
mortality  and  improved  quality  of  life  of  pa- 
tients with  COPD.  Several  of  these  methods  in 
the  management  of  COPD  will  be  illustrated  in 
discussion  of  patients  with  characteristic  pul- 
monary problems. 

Before  discussing  methods  of  management  of 
COPD,  it  is  important  to  understand  the 
pathophysiology  of  the  diseases  being  treated. 
Bronchial  asthma  refers  to  a situation  in  which 
reversible  airway  obstruction  is  present  which 
may  also  be  accompanied  by  mucosal  edema  and 
increased  mucous  production.  Although  most  of 
us  are  familiar  with  the  classification  of  asthma 
into  the  extrinsic  or  external  allergen  related 


type  and  the  intrinsic  or  the  recurrent  respira- 
tory infection  related  type,  most  patients  actu- 
ally have  mixtures  of  these  two  types.  Extrinsic 
asthma  often  arises  during  childhood  in  an  in 
dividual  who  may  also  have  other  manifesta- 
tions of  allergy  such  as  eczema,  allergic 
rhinorrhea,  recurrent  urticaria,  and/or  chronic 
eosinophilia.  On  the  other  hand,  extrinsic 
asthma  usually  arises  during  adult  life,  is  re- 
lated to  recurrent  respiratory  infections,  and  is 
usually  accompanied  by  recurrent  bronchitis. 
In  adults  who  have  mixtures  of  both  types,  often 
the  only  way  to  differentiate  between  the  im- 
portance of  each  component  (extrinsic  and  in- 
trinsic) is  in  allergy  testing  (skin  and  inhala- 
tion) and  a course  of  desensitizing  shots  if  indi- 
cated by  that  testing.  Many  patients  with  in- 
trinsic asthma  will  first  complain  of  chronic 
productive  cough  and  may  actually  be  treated 
for  "recurrent  acute  bronchitis”  with  the  onset 
of  their  disease.  Only  after  a careful  history  is 
obtained  and  pulmonary  function  studies  are 
done  before  and  after  exercise  and  after  bron- 
chodilators,  will  their  reversible  bronchospasm 
be  noted.  An  important  thing  to  remember  is 
that  many  asthmatic  patients  will  have  exer- 
cise induced  bronchospasm  between  "asthma 
attacks”  which  may  significantly  limit  them  in 
their  ability  to  function  in  life.  Figure  1 relates 
several  etiological  factors  in  causing  broncho- 
spasm. 

Chronic  bronchitis  is  defined  as  cough  pro- 
ductive of  sputum  for  at  least  3 months  out  of 
the  year  for  2 consecutive  years.  It  has  been 
shown  in  patients  with  chronic  bronchitis  that 
air  passages  are  affected  uniformly  throughout 
the  lungs  with  hypertrophy  and  hyperplasia  of 
submucosal  mucous  glands. ^ The  "Reid  Index” 
or  ratio  between  the  thickness  of  mucous  glands 
and  the  thickness  of  the  bronchial  wall  meas- 
ured from  the  basement  membrane  of  surface 
epithelium  to  inner  aspect  of  supporting  carti- 
lage is  normally  0.3,  but  in  patients  with 
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chronic  bronchitis  it  is  0.6  - 0.8.  The  bronchial 
secretions  produced  by  these  glands  constitutes 
a semi-solid  gel  containing  long  glycoprotein 
molecules.^  Normally  these  glycoprotein 
molecules  form  a network  which  can  be  vis- 
ualized by  staining  with  toluidine  blue  0,  how- 
ever, in  infected  mucopurulent  sputum,  disin- 
tegrated leukocytes  deposit  deoxyribonucleo- 
protein  fibrils  which  with  the  same  staining 
technic  appear  as  a broken  up  fibril  network. 
Chronic  bronchitis  when  associated  with  rever- 
sible bronchospasm  is  often  referred  to  as  asth- 
matic bronchitis. 

Emphysema  shows  destruction  of  alveolar 
walls  with  resultant  air  space  enlargement  and 
dilitation  of  airways  distal  to  the  terminal  bron- 
chiole without  interstitial  fibrosis.^  Em- 
physema then  is  an  anatomical  term  and  may 
be  of  several  types.  Panlobular  or  panacinar 
emphysema  refers  to  uniform  dilitation  of  air- 
ways throughout  the  lungs  usually  associated 
with  a gradually  progressive  course  of  increas- 
ing dyspnea  without  hypercapnia,  recurrent  re- 
spiratory infections,  or  cor  pulmonale  until  end 
stages.  This  type  of  emphysema  is  often  seen  in 
individuals  with  Alpha^  antitrypsin  deficiency. 
Centrolobular  or  proximal  acinar  emphysema 
refers  to  involvement  primarily  in  the  respira- 
tory bronchioles  and  is  the  type  most  commonly 
associated  with  cigarette  smoking  and  chronic 
bronchitis.^  These  patients  often  have  recurrent 
respiratory  tract  infections,  become  hypoxic 
and  develop  pulmonary  hypertension  with  cor 
pulmonale  and  may  develop  hypercapnia.  Dis- 
tal acinar  emphysema  refers  to  enlarged  air 
spaces  along  the  course  of  longer  vessels,  con- 
ducting airways,  and  lobular  septa  adjacent  to 
the  pleura  and  may  result  in  the  formation  of 
large  bullae  as  seen  in  "bullous  emphysema”. 
Paracicatricial  emphysema  refers  to  an  irregu- 
lar involvement  of  the  lung  with  emphysema- 
tous change. 

When  assessing  the  patient  with  COPD  a 
careful  history,  notation  of  pertinent  physical 
findings,  evaluation  with  appropriate  labora- 
tory procedures  and  with  pulmonary  function 
studies  are  important  in  planning  the  course  of 
treatment.  The  history  should  include  a history 
of  exposure  to  toxins  such  as  smoking,  occupa- 
tional toxins,  as  in  pneumoconiosis,  exposure  to 
fungi  which  could  cause  allergic  alveolitis  or 
exposure  to  chronic  carbon  monoxide  intoxica- 
tion. Hobbies  where  the  patient  could  have  in- 


haled noxious  fumes  and  medications  taken 
which  may  be  associated  with  pulmonary  dis- 
ease, such  as  nitrofurantoin,  should  also  be 
noted.  A notation  of  the  amount,  viscosity,  and 
color  of  sputum  produced  should  be  made.  A 
history  of  bronchospasm  in  relationship  to  al- 
lergen exposure  or  exercise  is  important  in  as- 
sessing the  asthmatic  patient.  Where  the  pa- 
tient lived  is  important  because  certain  pulmo- 
nary diseases  are  endemic  to  certain  areas;  i.e., 
coccidioidomycosis  to  the  San  Joaquin  Valley  in 
California,  histoplasmosis  to  the  Ohio  and  Mis- 
sissippi River  Valleys,  tuberculosis  to  an  Indian 
reservation.  Finally,  the  medications  used  pre- 
viously to  treat  pulmonary  disease  are  impor- 
tant to  note  as  well  as  their  effect  on  the  course 
of  the  disease. 

Physical  findings  important  to  note  include 
chest  wall  movement,  and  size  and  shape  of  the 
chest,  percussion  of  diaphragm  movement  and 
auscultation.  The  time  for  forced  expiration 
should  normally  be  4 seconds  or  less  and  if 
greater  than  4 seconds  indicates  significant 
obstructive  airway  disease. 

Pulmonary  function  studies  are  helpful  not 
only  in  assessing  the  severity  of  COPD  but  also 
in  detecting  the  presence  of  superimposed  re- 
strictive pulmonary  disease.  Figure  2 relates 
these  differences.  In  general,  a decrease  in 
FEVi,  measures  both  large  and  small  airway 
obstructive  pulmonary  disease,  whereas  a de- 
crease in  MMFR  or  FEF25-75  without  a de- 
crease in  FEVi  indicates  small  airway  obstruc- 
tive disease.  An  increase  in  RV/TLC  may  indi- 
cate the  presence  of  emphysema.  Serial  pulmo- 
nary function  studies  allow  one  to  follow  the 
course  of  the  disease  as  well  as  assess  efficiency 
of  management.  The  chest  x-ray,  sputum 
examination  for  color,  eosinophils,  PMN,  his- 


coexisting  cirrhosis  alpha^  antitrypsin  assay 
are  important. 

Treatment 

The  treatment  of  patients  with  chronic 
obstructive  pulmonary  disease  often  involves  a 
multidisciplinary  approach  with  involvement 
of  nurses,  respiratory  therapy  personnel,  and 
physicians  in  the  care  of  the  patient.  Several 
recent  advances  in  the  development  of  bron- 
chodilators  have  improved  the  quality  of  life  of 
many  patients  with  COPD. 
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Figure  1 Theophylline 


Patient  and  family  education  is  essential  if  a 
patient  is  to  be  expected  to  follow  through  with 
prescribed  medications  and  treatments.  Physi- 
cians, respiratory  therapy  personnel,  and 
nurses  all  participate  in  the  education  of  my 
patients  with  COPD.  Bronchodilators  are  ad- 
ministered with  a DeVilbiss  nebulizer.  When 
prescribing  this  nebulizer,  the  patient  is  in- 
structed by  either  my  clinic  nurse  or  a respira- 
tory therapist  at  the  hospital.  There  has  been 
almost  100  per  cent  compliance  in  the  usage  of 


this  nebulizer  with  patients  so  instructed.  Many 
patients  with  chronic  bronchitis  require  chest 
physiotherapy  or  postural  drainage  following  a 
nebulized  bronchodilator,  and  in  those  cases  in- 
struction of  a relative  or  friend  is  essential. 

Avoidance  of  irritants  or  precipitating  factors 
is  essential  in  treating  COPD.  Avoidance  of 
smoking  and  inhaled  pollutants  often  must  be 
repeatedly  discussed  with  the  patient  and  his 
relatives.  A smoker  must  be  told  that  the  most 
important  aspect  in  treatment  of  his  disease  is 
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for  him  to  stop  smoking.  Other  inhaled  pollut- 
ants that  may  be  contributing  to  COPD  may 
include  dust,  industrial  toxins  and  inhaled  al- 
lergens. Avoidance  of  respiratory  infection  is 
important,  and  hence  the  pneumovax  vaccina- 
tion and  the  flu  shot  are  crucial  to  patients  with 
chronic  lung  disease. 

Patients  with  chronic  productive  cough 
and/or  with  reversible  bronchospasm  often  be- 
nefit from  a nebulized  bronchodilator.  Several 
methods  of  nebulization  are  available.  The  De- 
Vilbiss  nebulizer  is  preferred  as  it  is  inexpen- 
sive, can  be  used  with  a variety  of  bron- 
chodilators,  avoids  the  frequently  encountered 
abuse  of  the  Freon  powered  metered  nebulizer, 
and  requires  that  the  patient  take  deep  breaths. 
Thus,  the  inhaled  bronchodilator  gets  into  the 
aveoli  rather  than  stopping  in  the  oral  pharynx 
or  trachea  as  may  happen  with  the  metered 
inhalator.  The  DeVilbiss  nebulizer  may  be  used 
with  an  air  compressor  for  the  debilitated  pa- 
tient or  the  patient  who  cannot  coordinate  his 
hand  movements  with  his  respirations.  IPPB  is 
rarely  indicated  and  even  in  weak  and  debili- 
tated patients  does  not  deliver  the  aerosol- 
ized bronchodilator  with  more  effective- 
ness than  nebulization  of  that  bronchodilator.^ 
Even  in  the  pre  and  postop  pulmonary  man- 
agement of  patients  having  abdominal  surgery, 
IPPB  offers  no  advantages  in  the  delivery  of  a 
bronchodilator.  In  fact,  a study  by  Dahi  and 
Gold  associated  IPPB  with  a significantly 
higher  incidence  of  postop  complications  of 
pneumonia,  atelectasis,  and  bronchitis  when 
compared  to  nebulization  of  the  same  bron- 
chodilator with  incentive  spirometry.®  IPPB 
may  also  trigger  bronchospasm,  and  hence 
threaten  a patient  with  asthma  or  asthmatic 
bronchitis.  The  cost  of  the  IPPB  is  significantly 
more  than  that  of  nebulization.  For  example,  a 
postop  patient  can  receive  three  or  four  treat- 
ments in  one  day  with  incentive  spirometry  for 
the  cost  of  one  treatment  with  IPPB.  Ultrasonic 
nebulization  and  heated  mist  are  usually 
employed  to  loosen  and  mobilize  secretions  but 
can  increase  hypoxia  in  patients  with  COPD.^® 

A variety  of  bronchodilators  is  available  in 
treating  the  patient  with  reversible  broncho- 
spasm. In  general  these  are  of  three  basic 
categories  of  bronchodilators;  the  beta  agonists, 
the  phosphodiesterase  inhibitors,  and  the 
steroids.  Figure  3 illustrates  these  types  of 
bronchodilating  agents  acting  to  increase  the 
amount  of  cyclic  AMP  available  and  hence  in- 


crease bronchodilation.®  The  most  frequently 
used  phosphodiesterase  inhibitors  are  the 
theophyllines  which  have  for  many  years  been 
the  mainstay  of  bronchodilator  therapy.  How- 
ever, in  some  patients,  or  other  intolerance 
limits  patient  compliance.  In  general,  ad- 
ministration of  the  anhydrous  preparations  of 
theophylline  such  as  Theolair  or  Slo-Phylline 
(sustained  release  anhydrous  theophylline)  is 
preferred  as  lower  dosages  of  these  medications 
can  be  employed  with  fewer  side  effects.  Many 
patients  who  cannot  tolerate  Theolair  due  to  its 
rapid  absorption  can  tolerate  Slo-Phylline 
which  has  a sustained  release  up  to  8 hours. 

Major  advances  have  been  made  in  develop- 
ing Beta  adrenergic  drugs  which  are  selective 
for  B2  receptor  sites.  B2  receptor  sites  are  pre- 
sent in  the  lungs  and  skeletal  muscles.  Bi  recep- 
tor sites  in  cardiac  muscle  when  stimulated  re- 
sult in  both  a chronotropic  and  an  inotropic  ef- 
fect on  the  heart  which  is  often  undesirable  in 
the  patient  with  COPD.  Older  Beta  adrenergic 
drugs  such  as  Isoproterenol  had  both  Betai  ac- 
tivity and  Beta2  activity,  hence  usage  of  these 
drugs  was  often  complicated  by  cardiac  dys- 
rythmias.  Although  several  selective  Beta2 
agonists  have  been  developed  in  Europe,  only 
Terbutaline,  Isoetharine  (Bronkosol)  and 
Metaproterenol  (Alupent)  are  available  in  this 
country.  Metaproterenol  and  isoetharine  ap- 
pear to  be  less  specific  for  Betas  receptors  than 
Terbutaline  when  given  as  an  aerosol.  One  pa- 
tient developed  frequent  PVC’s  after  using 
nebulized  Metaproterenol  which  resolved  by 
shifting  to  nebulized  Terbutaline.  Metap- 
roterenol and  Isoetharine  are  also  limited  by 
their  four  hour  durations  of  action  whereas  Ter- 
butaline has  a six  to  seven  hour  duration  of 
action.  Terbutaline  now  seems  to  be  the  most 
promising  Beta2  agonist  available  in  this  coun- 
try, especially  when  administered  as  an  aerosol. 
However,  it  appears  to  lose  its  selective  Beta2 
activity  when  given  subcutaneously,  and  shows 
significant  incidence  of  muscular  tremor  when 
given  orally.  Two  recent  studies  clearly  show 
the  advantages  of  nebulized  Terbutaline.® >'^ 
Bach  us  and  Snider  studied  25  patients  with  re- 
versible bronchospasm  at  the  Boston  VA  Hospi- 
tal and  found  nebulized  Terbutaline  superior  to 
nebulized  Isoproterenol  not  only  in  improve- 
ment of  FEVi  and  airways  resistance  but  also  in 
duration  of  effect.®  Sachner  and  Silva  at  Mount 
Sinai  Medical  Center  in  Miami  Beach,  Florida 
noted  similar  results  when  comparing 


for  1979 


75 


Funct i on 

Norma  1 

^ Obstruction 

Res t r i ct i ve 

Comb i nat i on 

Vital  capaci ty 

Funct i on 

Normal  % 

Obs  t ruct i on 

Restrictive  Combination 

V i ta 1 capac i ty 

S 80 

1“,  N,  or'l' 

4^ 

FEV, 

i 80 

N, 

if 

i. 

FEV 

Fvr  * 

> 75 

N or  t 

i, 

MMFR 

> 80 

^ N 0 r 

4. 

TLC 

80-120 

N,  or  T 

ffc  ^ 

25-'lO 

t 

N 

t 

DLCO  4^4-  In  emphyema 

Compliance  T in  emphysema 

Compliance  in  interstitial  lung  disease 


Figure  2 

nebulized  Terbutaline  with  nebulized  Isop- 
roterenol.’^ Nebulized  selective  Beta2  agonists 
also  appear  to  have  a bronchodilating  effect  on 
small  airway  bronchospasm  not  seen  with  less 
specific  Beta  adrenergic  drugs.  Salbutamol  is  a 
drug  used  in  Europe  similar  to  Terhutaline  with 
selective  Beta2  activity.  Rubin  and  coworkers  in 
Israel  found  that  inhaled  Salbutamol  used  in  18 
asymptomatic  asthmatic  patients  resulted  in  a 
statistically  significant  increase  in  dynamic 
compliance  of  all  these  patients  but  that  no  dif- 
ference in  dynamic  compliance  was  noted  when 
Isoproterenol  was  inhaled.®  All  these  patients 
were  noted  to  have  a drop  in  dynamic  com- 
pliance before  inhalation  of  Salbutamol  indicat- 
ing small  airway  obstructive  airway  disease. 
Since  small  airway  obstructive  airway  disease 
is  mainly  responsible  for  exercise  induced  bron- 
chospasm, it  could  be  inferred  that  Salbutamol 
would  protect  these  patients  from  the  same.  A 
final  point  which  needs  to  be  made  with  respect 
to  the  usage  of  the  selective  Beta2  adrenergic 
drugs  is  that  there  appears  to  be  synergism 
when  these  drugs  are  employed  with  a 
Theophylline  drug.  A study  done  by  Wolfe,  et  al, 
at  UCLA  demonstrated  synergism  between  oral 
Terbutaline  and  oral  Aminophylline  which  al- 
lowed both  drugs  to  be  used  in  low  dosages  ac- 
companied by  few  side  effects.® 

Although,  inhaled  steroids  have  been  tried 
for  several  years,  only  recently  have  two  in- 
haled steroids  been  found  which  do  not  suppress 
adrenal  function.  These  are  Beclomethasone 
Dipropionate  and  Triamcinolone  Acetonide.^® 
Several  studies  have  shown  that  both  of  these 
aerosolized  corticosteroids  can  be  used  to  take 
steroid  dependent  asthmatic  patients  off  of  sys- 
temic steroids.  When  Beclomethasone  is 
employed  at  the  recommended  dosage  of  400 


mcg/day  there  is  no  detectable  adrenal  suppres- 
sion. However,  when  higher  dosages  are 
employed,  systemic  absorption  occurs.  A newer 
inhaled  steroid.  Triamcinolone  Diacetate  has 
also  been  studied  with  similar  effects  when  used 
in  asthmatic  patients.  This  drug  is  delivered  by 
a Freon  powered  nebulizer  which  aerosolizes 
particles  to  less  than  5 u which  can  reach  the 
distal  alveoli. 

Antimicrobials  should  be  used  in  treating 
acute  respiratory  infections  and  also  intermit- 
tently in  patients  with  chronic  purulent  bron- 
chitis, i.e.  a 10  day  course  every  month.  Tet- 
racycline is  ideally  alternated  with  Ampicillin 
in  prevention  of  resistant  organisms. 

Chest  physiotherapy  and  postiiral  drainage 
are  indicated  in  patients  with  chronic,  purulent 
sputum  production.  Relatives  and  friends  can 
administer  such  treatments  to  patients  at 
home. 

Judicious  utilization  of  oxygen  therapy  is  in- 
dicated in  the  hospitalized  patient  in  respirat- 
ory failure.  Low  flow  oxygen  therapy  is  indi- 
cated at  home  for  the  patient  with  chronic 
hypoxia  and  hence  is  at  risk  for  pulmonary 
hypertension  or  cor  pulmonale. 

Breathing  exercises  may  improve  the  vital 
capacity  and  give  a sense  of  well  being  but  actu- 
ally may  not  improve  arterial  blood  gasses. In 
normal  individuals,  the  diaphragm  is  responsi- 
ble for  65  per  cent  of  pulmonary  ventilation, 
while  accessory  respiratory  muscles  are  respon- 
sible for  only  35  per  cent.  However,  in  the  pa- 
tient with  COPD  this  may  reverse,  and  increas- 
ing usage  of  the  diaphragm  in  breathing  may 
add  little  to  the  ventilation  of  that  patient.  The 
goal  in  breathing  exercises  is  to  decrease  and 
coordinate  the  respiratory  cycle  by  slowing  the 
respiratory  rate,  improve  the  inspiratory-ex- 
piratory ratio  and  teach  some  patients  to  exhale 
against  pursed  lips  to  decrease  their  FRC. 

Usage  of  mucolytic  agents  and  of  saponifying 
agents  in  COPD  remains  controversial.  Clinical 
studies  have  shown  no  improvement  in  pulmo- 
nary function  or  in  expectoration  following  the 
usage  of  saponifying  agents.®  Usage  of  mucoly- 
tic agents  appears  to  be  of  greatest  benefit  to 
patients  having  thick,  tenacious  sputum.  How- 
ever, there  appears  to  be  little  improvement  in 
pulmonary  function  when  such  agents  are  used. 
Of  the  mucolytic  agents  used.  Acetylcysteine 
(Mucomyst)  appears  to  be  the  agent  with  fewest 
side  effects  and  the  agent  most  frequently  used. 
Other  enzymatic  agents  are  often  poorly  toler- 
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Figures  Relationship  of  drugs  to  cAJVLR/cGMR  balance. 
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Footnote  to  Figure  3: 

Bronchospasm  versus  bronchodilalion  can  be  thought  of  as  a balance  between  two  neu 
cleotides  within  the  muscle  cells  of  the  bronchial  walls.  An  increase  in  cyclic  adenine' 
monophosphate  (CAMP)  is  associated  with  bronchodilitation.  On  the  other  hand,  an 
increase  in  cyclic  guanidine  monophosphate  (CGMP)  is  associated  with  bronchoconstnc- 
tion.  Thus,  drugs  that  eitherdecrease  the  amount  of  CGMP  or  increase  the  amount  of  CA  MP 
would  produce  bronchodilitation.  Practically  speaking  the  drugs  that  are  most  effective 
bronchodilators  are  those  which  increase  CAMP  These  are  of  three  types,  the  beta  agonists 
which  act  directly  to  stimulate  the  production  of  CAMP,  the  methyl,  xanthines  (i.e. 
theophyllines)  which  are  phosphodiesterase  (PD)  inhibitors  and  hence  act  to  prevent 
breakdown  of  CAMP  and  the  steroids  which  act  to  potentiate  the  action  of  the  Beta  agfinists 
in  increasing  CAMP  and  also  act  directly  on  the  bronchial  mucosa  to  decrease  swelling  and 
edema. 
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ated  because  of  their  irritant  effect  on  the  re- 
spiratory mucosa. 

Several  patients  who  illustrate  these  princi- 
ples are  here  discussed. 

CASE  REPORTS 

Case  1:  The  patient  is  a 51  year  old  switchboard  operator 
who  had  a history  of  active  pulmonary  tuberculosis  diag- 
nosed in  1947  and  was  treated  with  several  left  thoracoplas- 
ties between  1950  and  1951.  Between  1951  and  1977  she 
smoked  1 PPD  of  cigarettes.  In  January,  1977  she  developed 
chronic  productive  cough,  increased  exertion  and  rest  dysp- 
nea, and  in  February  1977  cor  pulmonale  with  right  ven- 
tricular failure  and  peripheral  edema.  She  was  digitalized 
and  treated  with  diuretics.  In  April,  1977  she  presented 
with  acute  respiratory  failure.  Arterial  blood  gasses  re- 
vealed respiratory  acidosis  with  severe  hypoxia  (PO2  20). 
She  was  intubated,  placed  on  an  MAI-ventilator,  and 
treated  with  nebulized  Terbutaline,  chest  physiotherapy, 
Penicillin  and  Gentamycin.  While  being  weaned  on  IMV 
(Intermittent  Mandatory  Ventilation)  she  extubated  her- 
self. She  again  went  into  respiratory  failure  and  eventually 
required  a tracheostomy.  Large  amounts  of  sputum  were 
suctioned.  The  patient  was  later  weaned  on  IMV  from  the 
ventilator,  then  from  oxygen,  and  later  from  her  tracheos- 
tomy. She  was  dismissed  on  a DeVilbiss  nebulizer  with 
Bronkosol  followed  by  chest  physiotherapy,  Terbutaline  5 
mg.  p.o.  t.i.d.  and  Lanoxin  0.25  mg.  daily  and  since  then  has 
done  well.  Her  diabetes  mellitus  has  remained  stable  on  a 
1,500  calorie  ADA  diet  and  20  units  of  Lente  insulin  daily. 

Comment:  This  patient  presented  with  combined  restric- 
tive pulmonary  disease  due  to  old  pulmonary  tuberculosis 
treated  with  thoracoplasties  and  chronic  obstructive  pul- 
monary disease  with  chronic  bronchitis  related  to  smoking. 
She  went  into  respiratory  failure  because  of  inability  to 
clear  her  secretions  as  well  as  cor  pulmonale  due  to  chronic 
hypoxia  with  congestive  heart  failure.  Once  her  bronchitis 
and  hypoxia  were  treated,  her  respiratory  status  stabilized 
and  she  has  done  well  since.  She  could  not  be  weaned  from 
the  ventilator  until  her  secretions  cleared.  Weaning  was 
accomplished  on  IMV  which  allowed  her  to  breath  on  her 
own  throughout  the  time  she  was  on  the  ventilator  and 
hence  prevented  the  development  of  asynchronous  breath- 
ing which  often  complicates  the  weaning  of  patients  with 


long  standing  COPD.  IMV  also  allows  the  patient  with 
COPD  to  set  her  own  PCO2  and  prevents  overcorrection  of 
the  PCO2  with  alkalemia  and  associated  neurological 
sequale. 

Case  2:  This  retired  ranch  hand  smoked  1 PPD  for  46  years 
and  presented  3/10/77  with  cough  productive  of  1/2  cup 
of  sputum  per  day,  increasing  dyspnea  upon  exertion  with 
wheezing  and  was  initially  started  on  a DeVilbiss  nebulizer 
with  Bronkosol  t.i.d.  On  4/19/77  he  was  hospitalized  with 
increasing  dyspnea  and  expiratoiy  wheezes  and  was  placed 
on  Terbutaline  5 mg.  p.o.  t.i.d.,  Vanceril  inhalator,  DeVil- 
biss with  Bronkosol,  steroids,  Tetracycline  and  Theolair.  He 
then  remained  on  oral  Prednisone  until  10/77.  Attempts  at 
tapering  him  off  of  Prednisone  were  unsuccessful  until  he 
was  placed  on  nebulized  Terbutaline.  Prednisone  was  dis- 
continued 11/77,  and  the  nebulized  Terbutaline  gradually 
increased  to  1 mg.  t.i.d.  By  4/78  his  exercise  tolerance  had 
increased  to  l-%  blocks  and  he  complained  of  little  cough 
and  no  wheezing. 

Comment:  This  patient  with  asthmatic  bronchitis  was 
steroid  dependent  on  Theolair,  nebulized  Bechlomethasone, 
and  a DeVilbiss  nebulizer  with  Bronkosol  and  p.o.  Ter- 
butaline until  he  was  changed  to  nebulized  Terbutaline. 
Although  the  dosage  of  nebulized  Terbutaline  used  in  the 
two  studies  referred  to  in  this  article  was  0.75  mg.  to  1.5  mg., 
it  has  been  found  that  most  patients  do  well 
on  0.5  mg.  nebulized  Terbutaline  t.i.d.  when  used  with 
either  an  oral  Theophylline  drug  or  nebulized 
Bechlomethasone. 

Conclusion: 

The  pathophysiology  of  chronic  obstructive 
pulmonary  disease  as  well  as  the  evaluation  of 
the  patient  with  COPD  must  be  comprehended 
in  planning  comprehensive  therapy.  A mul- 
tidisciplinary approach  toward  treating  COPD 
has  been  presented  as  well  as  usage  of  several  of 
the  newer  anhydrous  theophyllines,  selective 
Betas  agonists  and  inhaled  steroids.  Two  case 
histories  have  illustrated  recommended  princi- 
ples of  management.* 
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Aeroallergens  of  western  Montana 


Donald  N.  Gillespie,  MD,  and  Linda 
Hedstrom,  BS,  Missoula,  Montana* 


This  first  published  study  of  Airborne  Pollen  in  West- 
ern Montana  encompasses  four  years  of  pollen 
counting,  1975-1978,  and  can  be  a valuable  aid  to 
treatment  of  allergic  patients. 


This  study  was  performed  to  fill  the  need  of 
identifying  those  airborne  allergens  in  Western 
Montana  which  cause  allergic  disease  in  the 
inhabitants  of  that  region.  Only  one  other  pub- 
lished pollen  survey  in  Montana  has  been  done 
by  Anderson  and  Hoppel  (in  Billings  a city  some 
350  miles  to  the  east).^  Montana,  because  of  its 
size,  has  considerable  variations  in  climate  and 
vegetation  from  its  eastern  border  near  Billings 
to  its  western  border  near  Missoula.  Missoula  is 
a valley  community  on  the  western  slopes  of  the 
Continental  Divide  which  shares  the  climatic 
and  meteorologic  similarities  of  the  Pacific 
Northwest. 

Materials  and  Methods 

The  standard  technic  of  gravity  sampling  of 
atmospheric  pollen,  using  a Durham  sampler 
over  a 24-hour  period  as  outlined  by  Sheldon^, 
was  used.  Pollen  slides  were  stained  with  Cal- 
berla’s  solution,  and  pollen  and  mold  spores  in  a 
2 square  centimeter  area  were  counted  and 
identified.  Slides  were  placed  at  two  separate 
areas  of  the  city,  at  least  one  mile  apart  and  at 
different  heights  to  avoid  sampling  errors.  Only 
the  months  of  April  through  September  were 
counted,  as  these  are  the  most  representative 
months.  The  winter  months  did  not  provide 
enough  data  for  collection. 

★ 

Donald  N.  Gillespie,  MD,  is  at  the  Department  of  Allergy,  Western  Montana  Clinic, 
Missoula,  Montana.  Linda  Hedstrom  is  medical  technologist  for  the  Missoula  County 
Department  of  Health. 


Results 

Table  I represents  the  1978  monthly  airborne 
pollen  and  spore  counts.  The  figures  listed 
under  column  A represent  the  single  highest 
count  for  any  one  24-hour  period.  The  figures 
under  column  B represent  the  averaged 
monthly  total  from  both  sites  and  is  most  repre- 
sentative. The  numbers  are  grains/cm^/month 
and  do  not  relate  to  air  volume. 

The  alders,  poplars,  and  elms  found  at  lower 
elevations  and  along  the  rivers  are  the  first  to 
pollenate.  The  pollens  of  cottonwoods  and  maple 
trees,  among  the  most  abundant  trees  in  Mis- 
soula, are  detected  in  late  spring.  June  and  July 
produce  enourmous  quantities  of  pine  and  grass 
pollen.  Vast  conifer  forests  and  native  Montana 
grasses  surround  the  city.  As  August  ap- 
proaches, the  weeds  begin  to  flower.  As  ex- 
pected, fall  produces  a variety  of  chenopod- 
amaranth  and  artemisia  pollen  in  the  air.  How- 
ever, an  unexpected  finding  was  the  presence  of 
relatively  abundant  spotted  knapweed  pollen. 
This  weed  carpets  the  area  with  purple  during 
midsummer.  It  appears  in  volume  during  the 
last  week  of  July  and  the  first  two  weeks  of 
August.  It  is  interesting  to  note  that  there  is 
little  ragweed  in  the  area  and  most  of  the  am- 
brosia pollen  counted  is  thought  to  be  from  such 
related  plants  as  marsh  elder. 

Figure  1 is  a schematic  presentation  of  the 
occurence  of  pollen  on  monitoring  slides  in  rela- 
tion to  time  and  quantity  during  1978.  The  solid 
line  depicts  the  time  period  in  which  a particu- 
lar type  of  pollen  was  counted,  and  enlarged 
areas  show  the  period  of  highest  counts. 

Figure  2 is  a composite  of  four  years  of  pollen 
counting  from  1975-1978.  From  this  table  one 
can  appreciate  the  year-to-year  seasonable  var- 
iations in  occurence  of  pollen  dependent  on 
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OCCURRENCE  OF  PREDOMINANT  AIR-BORNE  POLLEN 
WITH  ENLARGED  AREAS  SHOWING  TIMES  WITH  HEAVIEST  COUNTS 


Fungal  sporea^ 


climatic  conditions.  This  variation  is  most  ap- 
parent in  the  spring.  In  some  years  there  is  a 
three-week  difference  in  the  date  of  appearance 
of  pollen  on  slides.  In  general,  a cool  wet  spring 
delays  the  appearance  of  pollen,  and  a warm, 
relatively  dry  spring  encourages  early  pollena- 
tion  and  distribution  of  airborne  pollens  in  large 
amounts.  Meteorologic  conditions  appear  to  be 
the  most  common  determinant  of  when  pollen 
becomes  airborne. 

Fungal  spores,  including  helmenthosporum, 
hormodendrum,  and  alternaria,  were  present 
throughout  the  pollen  season.  The  total  number 
of  spores  was  recorded,  but  separate  species 
counts  were  not  made.  Prolonged  periods  of 
moisture  appeared  to  increase  the  fungal  spores 
and  to  decrease  the  pollen  on  slides.  Relative 
estimates  would  suggest  that  spore  concentra- 
tions in  Missoula  are  much  less  than  in  the 
midwest.^ 

Discussion 

This  study  documents  the  presence  of  air- 
borne pollen  and  fungal  spores  over  an  eight 
month  period  from  March  until  October.  Pollens 


vary  in  their  clinical  antigenicity  as  a cause  of 
allergic  disease  in  man.  The  most  troublesome 
tree  pollens  are  cottonwood  ipopulus),  elm,  and 
maple.  However,  their  pollen  is  present  in  in- 
creased amounts  for  a relatively  short  period  of 
time  - three  to  four  weeks.  Pollens  producing  the 
most  prolonged  clinical  symptoms  are  those  of 
the  grasses.  They  encompass  a season  from  the 
end  of  May  through  mid-August.  The  pollen  is 
representative  of  many  different  species  that 
cannot  be  differentiated  under  the  microscope, 
and  includes  wild  grasses  growing  abundantly 
on  the  hillsides,  as  well  as  lawn  grasses.  Ber- 
muda grass  is  not  found  in  the  area.  Coincident 
with  the  almost  invisible  grass  pollen  (33u)  sea- 
son are  enormous  quantities  of  much  larger 
pine  pollen  (50-90u)  from  surrounding  forests. 
This  pollen  is  known  to  be  of  little  significance 
in  producing  clinical  symptoms,^  but  because  of 
its  visibility  is  often  mistakenly  blamed  for 
symptoms  produced  by  more  antigenic,  but  less 
visible,  grass  pollen. 

The  Fall  pollen  is  in  large  part  composed  of 
the  chenopod-amaranth,  artemisia  pollens  and 
centaurea  groups.  It  should  be  pointed  out  there 
is  little  ambrosia  or  ragweed  pollen  in  this  area. 
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TABLE  1 

Pollen  and  Spore  Counts  for  Missoula,  Montana  for  1978  (Pollen  grains  per  square  centineter) 


Pollen  Type 

March  20-31  April 

May 

June 

July 

August 

September 

A* 

B** 

A 

B 

A 

B 

A 

B 

A 

B 

A 

B 

A 

B 

Alnus  (Alder) 

60 

207 

17 

42 

5 

17 

127 

246 

1 

2 

- 

- 

- 

- 

Acer  (1) 

30 

55 

246 

906 

21 

125 

5 

12 

- 

- 

- 

- 

Ulraus  (Elm) 

620 

1298 

10 

32 

~ 

- 

- 

- 

- 

- 

- 

- 

- 

Juniperus  (2) 

1174 

2171 

104 

275 

19 

33 

2 

8 

- 

- 

- 

- 

- 

- 

Populus  (3) 

135 

279 

463 

1223 

29 

36 

- 

- 

- 

- 

- 

- 

Pinus  (4) 

3 

4 

5 

29 

102 

524 

1068 

8536 

488 

1760 

26 

122 

7 

34 

Be tula  (Birch) 

1 

1 

104 

325 

27 

124 

3 

2 

- 

- 

- 

- 

- 

- 

Salix  (Willow) 

1 

1 

72 

150 

14 

24 

16 

27 

- 

- 

- 

- 

- 

- 

Larix  (5) 

1 

1 

80 

370 

40 

221 

14 

19 

- 

- 

- 

- 

- 

Fiaxinus  (Ash) 

- 

- 

34 

65 

4 

4 

« 

- 

- 

- 

- 

- 

- 

- 

Carex  (Sedge) 

- 

- 

5 

9 

2 

5 

4 

7 

1 

<1 

- 

- 

- 

- 

Typlia  (Cattail) 

- 

- 

- 

- 

1 

*1 

1 

3 

3 

5 

- 

- 

- 

- 

Gramineae  (Grasses)  - 

- 

- 

- 

9 

46 

435 

1850 

84 

421 

8 

37 

3 

8 

Ambrosia- like  (6) 

- 

- 

- 

- 

14 

8 

5 

9 

2 

4 

4 

11 

20 

15 

Chenopod-Amaranth 

(7)  - 

- 

- 

- 

4 

8 

4 

13 

10 

34 

93 

294 

12 

36 

Centaurea  (Knapweed)  - 

- 

- 

- 

- 

1 

<1 

22 

71 

36 

111 

8 

9 

Artemisia  (8) 

- 

- 

- 

- 

- 

- 

- 

- 

2 

2 

20 

55 

80 

377 

Fungal  spores 

1 

1 

50 

87 

13 

67 

147 

279 

>1000 

~1300 

200 

808 

133 

461 

* Highest  count  for  any  one  24  hour  period 

**  Total  pollen  count  average  for  each  month  for  the  two  collection  sites. 

(1)  Includes  Box  Elder  and  Maple 

(2)  Includes  Juniper,  Arbor  Vitae,  and  Cedar 

(3)  Includes  Cottonwood,  Aspen,  and  Poplar 

(4)  Includes  Pine,  Spruce,  and  Fir 

(5)  Includes  larch  and  Douglas  Fir 

(6)  The  Missoula  area  has  very  little  Ambrosia  or  Ragweed,  so  this  pollen  is  most  likely  related  species  such  as 

Iva  or  Harsh  Elder,  and  Solidago  or  Goldenrod. 

(7)  Includes  Lamb's  Quarters,  Kochi a,  Russian  Thistle,  and  Pigweed 

(8)  Includes  Wormwood  and  Sage 


A surprising  discovery  were  the  relatively  large 
amounts  of  centaurea  (spotted  knapweed)  pol- 
len. This  plant  has  increased  in  abundance  over 
the  past  several  decades,  and  carpets  the  hill- 
sides and  pastures  with  a deep  purple  during 
late  July  and  early  August.  Previously  thought 
to  be  only  insect  pollenated,  it  has  been  counted 
in  relatively  large  amounts  on  our  pollen  slides. 
It  is  postulated  that  once  it  becomes  desiccated, 
it  becomes  airborne.  It  produces  strongly  posi- 
tive skin  tests  and  appears  to  be  a significant 
allergen  in  causing  allergic  rhinitis®.  In  the 
chenopod-amaranth,  Russian  thistle,  kochia 
(Mexican  fireweed),  and  pigweed  pollens  are 
prevalent  and  produce  clinical  symptoms. 
There  is  little  sagebrush  in  the  immediate  area, 
but  this  occurs  in  abundance  to  the  east  in  a 50 


mile  radius.  Other  artemisia  pollens,  such  as 
wormwood  and  herbaceous  sagewort,  are  pre- 
sent in  September. 

In  summary,  the  purpose  of  this  paper  is  to 
characterize  and  count  airborne  pollens  of  the 
region.  Although,  pollens  vary  in  antigenicity 
and  clinical  significance,  this  knowledge,  corre- 
lated with  the  patient  history,  physical  exami- 
nation, and  skin  test,  should  assist  the  physi- 
cian in  correctly  identifying  and  treating  pa- 
tients suffering  with  allergic  disease.  • 
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Bronchial  adenoma  in  a child 

Report  of  a case 

Dennis  J.  McCarthy,  MD,  John  Gallus,  MD,  Butte,  Montana 


Bronchial  adenoma  in  children  represents 
an  uncommon  pediatric  problem.  Nonethe- 
less, this  entity  occurs  in  a small  group  of 
children  who  present  with  chronic  cough,  re- 
current respiratory  infections,  and  hemop- 
tysis. Although  usually  of  low  grade  malig- 
nant potential,  their  local  obstructive 
symptoms  can  cause  protracted  morbidity 
unless  diagnosed  early.  The  following  is  a 
case  report  of  a child,  who  manifested  with 
several  representative  symptoms. 

CASE  REPORT 

R.M.,  an  eleven  year  old  white  male,  was  admitted  to 
St.  James  Community  Hospital  for  evaluation  of  persis- 
tant right  lower  lobe  pneumonia.  He  had  been  diag- 
nosed and  treated  four  months  previously  for  a right 
lower  lobe  pneumonia  at  another  hospital.  A followup 
chest  film  was  believed  to  have  shown  clearing  of  this 
condition.  He  remained  well  until  three  days  prior  to 
this  evaluation,  when  he  developed  recurrence  of  fever, 
cough,  and  chest  pain. 

Physical  findings  revealed  rhonchi  and  rales  in  the 
right  base,  but  no  other  abnormalities. 

The  roentgenogram  showed  a right  lower  lobe 
pneumonia  with  associated  atelectasis.  Review  of  previ- 
ous film  disclosed  that  his  right  lower  lobe  pneumonia 
had  actually  never  cleared  and  that  only  different 
technic  made  it  appear  that  way. 

Lab  studies  showed  a normal  CBC,  PPD,  and  Urine  5 
Hydroxy-Indolacetic  acid. 

Bronchoscopy  was  performed  through  a closed  airway 
endotracheal  system  utilizing  the  F3,  5.5  millimeter 
fiexible  fiberoptic  bronchoscope.  A pearl  shaped,  smooth, 
glistening  tumor  was  noted  to  fill  the  entire  orifice  of 
the  right  lower  lobe  below  the  takeoff  of  the  middle  lobe 
orifice  and  somewhat  below  the  superior  segmental 
orifice  of  the  right  lower  lobe. 

Because  of  this  finding  and  a clinical  impression  of 
probable  bronchial  adenoma,  no  biopsy  was  performed. 
Secretions  were  aspirated  in  the  area  of  the  lesion. 
There  was  no  evidence  of  abnormal  cytology  or  mic- 
robiologic  studies  postoperatively. 

The  patient  subsequently  underwent  exploratory  right 
thorocotomy  and  right  lower  lobectomy.  Final  pathologic 
diagnosis  was  a carcinoid  adenoma  originating  in  the 
right  lower  lobe  bronchus.  There  was  no  evidence  of  in- 
vasion of  this  tumor  beyond  the  bronchial  wall. 

Postoperatively  the  patient  had  an  uneventful  course 
and  was  discharged  home  on  post  op  day  seven. 


Three  months  postoperatively,  he  underwent  followup 
bronchoscopy,  at  which  time  there  was  no  evidence  of 
persistent  or  recurrent  disease.  It  is  planned  that  serial 
bronchoscopy  studies  will  be  done  on  this  patient  for 
approximately  two  years  post-resection. 

Discussion 

Improvement  in  thoracic  surgery,  especially 
endoscopy,  make  it  important  to  recognize  this 
pediatric  problem.^’ 

The  majority  of  symptoins  caused  by  this 
entity  are  related  to  its  vascularity  or 
obstruction  of  the  bronchus.  Hemoptysis  has 
been  reported  in  up  to  80  per  cent  of  re- 
ported cases.  This  may  be  either  blood  tinged 
sputum  or  frank  hemoptysis.  It  may  compli- 
cate bronchoscopic  procedures. 

Due  to  the  intrabronchial  location  of  this 
tumor,  many  patients  present  with  recurrent 
pneumonia.  This  may  be  either  segmental  or 
lobar  depending  on  the  location  of  the  tumor. 
An  unresolving  roentgenographic  picture  of 
pneumonia  or  atelectasis  is  seen  in  up  to  60 
per  cent  of  these  patients.  Frequently,  as  in 
this  patient,  the  diagnosis  is  not  made  until 
retrospective  analysis  of  serial  roentgenog- 
raphs. Unrecognized  lesions  cause  progres- 
sive obstructive  changes  in  the  distal  lung 
resulting  in  either  localized  emphysema,  if 
the  obstruction  is  incomplete,  or  atelectasis 
with  complete  obstruction.  Recurrent  infec- 
tions eventually  result  in  bronchiectasis,  and 
secondary  destruction  of  distal  lung  paren- 
chyma as  seen  in  our  case. 

A prime  consideration  in  a child’s  differen- 
tial diagnosis  is  aspiration  of  a foreign  body. 
This  is  obviously  ruled  out  by  bronchoscopic 
findings.  Other  considerations  are  tubercul- 
ous and  other  granulomatous  disease,  cystic 
fibrosis,  bronchiectasis,  and  intrabronchial 
hematoma. 
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Bronchogenic  carcinoma  is  a rare  consid- 
eration in  childhood  but  has  been  reported. 
Adenomas  of  the  bronchus  are  classified  mic- 
roscopically into  carcinoid,  cylindroma  and 
mucoepidermoid  adenomas.  Carcinoid  tumors 
make  up  90  per  cent  of  adenomas  in  most 
series.  The  carcinoid  type  are  of  low  grade 
malignant  potential,  and  a 90  per  cent  ten 
year  survival  has  been  reported.  The  other 
types  have  been  reported  too  infrequently  in 
children  to  give  adequate  long  term  mortal- 
ity statistics. 

Treatment  of  these  cases  has  consisted  of 
bronchoscopic  removal,  pulmonary  resection, 
and  sleeve  bronchial  resection.  Bronchoscopic 
resection  usually  is  inadequate  due  to  the 
risk  of  recurrence  due  to  inadequate  removal 
of  the  primary  lesion. 

Pulmonary  resection  is  the  treatment  used 
for  most  patients  and  especially  those  like 


Book  Review 

Clinical  Aspects  of  Neuroimmunology:  Edited 
by  Edward  A.  Neuwelt,  MD,  and  W.  Kemp  Clark, 
MD;  Williams  and  Wilkins  Company,  Baltimore, 
Maryland,  1978,  277  pages. 

This  comprehensive  discussion  of  the  expanding 
field  of  neuroimmunology  provides  the  reader  with 
clinical  aspects  as  well  as  an  extensive  research 
framework.  The  authors  have  presented  both  ex- 
perimental and  clinical  data  for  a group  of  neurologi- 
cal diseases  in  which  the  immune  response  is  impli- 
cated as  playing  a key  role.  Although  the  details  of 
this  text  are  not  easily  absorbed,  the  serious  physi- 
cian will  welcome  this  valuable  update  of  a rapidly 
growing  discipline. 

The  first  chapters  review  basic  immunology  and 
immunopathology,  the  discipline’s  growing  ter- 
minology and  the  many  humoral  and  cellular  im- 
munologic technics  now  used.  In  their  description  of 
the  unique  aspects  of  the  central  nervous  system,  the 
authors  illustrate  how  the  absence  of  lymphatics  and 
the  presence  of  a blood-brain  barrier  allow  the  nerv- 
ous system  to  function,  at  least  in  part,  as  an  im- 
munologically  privileged  site. 

As  neurosurgeons,  the  authors  recognize  the  li- 
mited success  in  treatment  of  central  nervous  system 
(CNS)  tumors.  They  provide  a detailed  review  of  the 
immunologic  surveillance  mechanisms  that  are  now 
implicated  in  tumor  cell  destruction  and  introduce  us 
to  a variety  of  new  and  erapeutic  technics.  One  exam- 
ple is  adaptive  transfer  in  which  autologous  lym- 
phoid cells  from  the  systemic  circulation  are  trans- 


ours, who  have  irreversible  lung  destruction 
due  to  protracted  obstruction  by  tumor. 

Sleeve  bronchial  resection  has  been 
employed  for  those  tumors  entirely  within 
the  main  stem  bronchus  without  evidence  of 
local  or  distant  motastasis. 

Bronchoscopy  should  be  performed  periodi- 
cally to  evaluate  for  recurrence  of  the  lesion. 

Summary 

A case  of  bronchial  adenoma  in  a child  is 
presented.  The  nature  of  this  lesion,  its 
treatment  and  prognosis  are  discussed.  • 
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ferred  to  the  subarachnoid  space  to  which  they  nor- 
mally have  no  access  for  tumor  destruction. 

Slow  virus  infections  of  the  CNS  have  recently 
been  identified  in  several  disorders  including  Kuru, 
Scrapie,  subacute  sclerosing  panencephalitis  (SSPE) 
and  Jacob  Creutzfeld  disease,  and  may  be  a factor  in 
multiple  sclerosis.  The  authors  provide  data  to  illus- 
trate the  clinical  significance  of  antigenic  modula- 
tion as  a possible  explanation  for  immunologic  toler- 
ance of  viral  infections  in  these  human  CNS  disor- 
ders. 

The  remaining  chapters  review  the  evidence  for 
immunologic  dysfunction  in  a host  of  diseases  of  the 
central  and  peripheral  nervous  system.  Each  chapter 
provides  an  introductory  outline,  a description  of 
clinical  and  pathological  aspects,  and  a comprehen- 
sive review  of  immunopathogenetic  mechanisms. 
The  value  of  these  discussions  is  enhanced  by  the 
reproduction  of  figures  and  tables  from  original  re- 
ferences and  by  cogent  historical  reviews.  As  each 
experimental  model  is  described,  the  immunologic 
abnormalities  are  contrasted  with  the  relevant  cli- 
nical condition. 

Certain  diseases  such  as  the  inflammatory 
myopathies  are  not  given  adequate  consideration, 
while  ataxia  telengectasia,  a rare  disorder,  is  discus- 
sed in  great  detail.  This  criticism  is  minor,  however; 
Neuwalt  and  Clark’s  textbook  is  a welcome  addition 
to  the  library  of  health  workers  in  the  neurosciences. 

Steven  P.  Ringel,  MD 
Denver,  Colorado 


84 


Rocky  Mountain  Medical  Journal 


The 

Psychiatric 

Referral... 


A Decision  That 
Demands  Careful 
Attention 

Make  That  Choice 
In  Confidence 


Robert  R Snead,  M.D. 

Medical  Director 

Carl  R.  Gray,  M.D. 

Clinical  Director 

Certified  By  Medicare 

J.C.A.H.  Accredited 

Most  Forms  of  Health  Insurance 
Accepted 

At  BPI  discrete  treatment 
programs  are  offered  for  the 
adult  and  adolescent  psychiatric 

patient  and  the  alcoholic. 


IS® 

Boulder  Psychiatric  Institute 
4390  Baseline  Road 
Boulder,  CO  80303 
(303)  499-2233 


Twin  Engineering  Devices^ 
to  Reduce  Massive  Lymphedema, 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema  of 
the  limbs  may  be  reduced  through  use 
of  the  Jobst  Extremity  Pumps  (Inter- 
mittent Compression)  (photo  1).  Its 
controlled  pneumatic  massage  gently 
removes  edema  fluid  from  congested 
areas. 

Jobst  Extremity  Pumps  are  available  in 
hospital,  clinical,  and  home  models 
(shown),  the  latter  being  available  on 
rental.  All  units  have  controls  to  vary 


both  pressure  and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with  a 
Jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


JOBST  DENVER  SERVICE  CENTER 


Suite  600,  The  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
303/861-2007 


ORGANIZATION 


Cardiology  Fellows  Named 

Two  Denver  area  doctors,  Frederick  C.  Hewlette,  MD, 
Denver,  and  Lester  Lockspeiser,  MD,  Denver,  cardiovascu- 
lar specialists,  have  been  named  Fellows  in  the  American 
College  of  Cardiology. 

Chisholm  to  Rose 

Roger  Neil  Chisholm,  MD,  has  been  named  chairman  of 
the  family  medicine  department  at  Rose  Medical  Center.  He 
formerly  was  associate  professor  of  family  medicine  at  the 
University  of  Colorado  Medical  Center. 


Volpicelli  Named  to  Chair 

Nicholas  A.  Volpicelli,  MD,  Director  of  the  Gastrointesti- 
nal Section,  Lovelace  Medical  Center,  Albuquerque,  New 
Mexico,  has  been  named  1979  chairman  of  the  medical  staff 
at  Lovelace  Medical  Center. 


Doctors  to  Navajos  Honored 

Awards  of  Merit  have  been  presented  to  Drs.  Ken  Wiant 
and  Guerry  Howard  for  contributions  to  the  health  care  of 
the  Navajo  peoples.  Dr.  Howard  is  clinical  director  of  the 
Fort  Defiance  Indian  Hospital,  and  Dr.  Wiant  is  director  of 
the  Community  Health  Services  for  the  Navajo  Nation. 
Together  they  revamped  the  Family  Practice  Department  of 
the  Indian  Health  Service. 


Surgeon  Honored 

Ann  Kosloske,  MD,  assistant  professor  of  surgery  and 
pediatrics  at  the  University  of  New  Mexico  Medical  Center, 
was  elected  a member  of  the  Western  Surgical  Association 
at  its  86th  annual  meeting  in  Scottsdale,  Arizona. 


University  of  Colorado  Medical  Center 
Ellis  Receives  Grant 

Philip  P.  Ellis,  MD,  head  of  the  department  of  ophthal- 
moloqy  at  the  University  of  Colorado  Medical  Center,  has 
received  a grant  of  $7,500  from  Research  to  Prevent  Blind- 
ness, Inc.  to  study  eye  diseases.  Over  a period  of  15  years, 
RPB  has  granted  $77,500  to  the  medical  center. 
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William  Marshall  Covode,  MD 
99th  Past  President 

Colorado  Medical  Society 

Doctor  William  Mar- 
shall Covode,  99th  Presi- 
dent of  the  Colorado  Medi- 
cal Society,  71,  died  in  Den- 
ver after  an  extended  ill- 
ness. 

Hailed  as  one  "who  really 
took  the  bull  by  the  horns 
and  aggressively  forced 
new,  highly  progressive 
modern  thinking  into  the 
(Colorado  Medical)  Soci- 
ety’s socio-economic  ac- 
tivities,” Doctor  Covode 
pressed  a vigorous  program 
with  "knife-sharp  wit,  apt  phraseology,  and  frequent 
belly  laughs.” 


Doctor  Covode  was  bom  on  February  12,  1908  at 
Kittaning,  Pennsylvania,  and  grew  up  in  Tampa, 
Florida.  He  received  his  BS  from  Northwestern  Uni- 
versity in  1930,  receiving  an  MS  in  1934  and  his  MD 
in  1935,  also  from  Northwestern.  He  interned  at  Cook 
County  Hospital  in  Chicago  from  1934  to  1936,  and 
from  1936-37  took  a residency  in  urology  at  Cook 
County  Hospital.  From  1937  to  1939  he  held  a precep- 
torship  with  Dr.  Harry  Culver  in  Chicago,  and  prac- 
ticed briefly  in  Port  Arthur,  Texas. 

He  served  in  the  Army  from  1941  to  1946,  emerg- 
ing as  a Lt.  Colonel. 

Following  this  duty  he  came  to  Denver  to  practice 
in  1946.  He  became  a member  of  the  Colorado  Medi- 
cal Society  in  1946,  and  in  1968-1969  served  as  the 
99th  President  of  the  Colorado  Medical  Society.  He 
was  a member  also  of  the  Denver  Medical  Society  and 
the  American  Medical  Association,  as  well  as  the 
Rocky  Mountain  Urological  Society. 

Doctor  Covode  was  a clinical  professor  of  surgery  at 
the  University  of  Colorado  Medical  School,  and  also 
served  in  the  School’s  admissions  committee.  He  was 
a director  at  Mount  Airy  Psychiatric  Center  at  the 
time  of  his  death. 

His  wife  Eleanore  died  in  April  1979. 

He  is  survived  by  a son,  William  L.  Covode,  and  a 
daughter,  Margaret  A.  Covode. 


Doctor  David  P.  Larson,  45,  his  wife,  Marjorie,  39, 
and  two  of  their  children,  Laura,  15,  and  Steven,  11, 
were  killed  in  an  automobile  crash  near  Kremmling, 
Colorado  on  October  22,  1978.  Two  other  children 
were  hospitalized. 

Born  July  14, 1933,  in  Hutchinson,  Kansas,  Larson 
was  educated  in  Denver  and  Lubbock,  Texas.  He  re- 
ceived a chemical  engineering  degree  from  Texas 
Technology  College  in  1955  and  a medical  degree 
from  Northwestern  University  in  1960.  He  interned 

in  the  Chicago  area. 

He  served  two  years  in  the  Air  Force. 

After  spending  five  years  in  surgical  residency  at 
the  Minneapolis  Veterans  Administration  Hospital, 
he  came  to  Denver  to  begin  his  practice  in  1967.  He 
was  chief  of  surgery  at  Swedish  Hospital  at  the  time 
of  his  death. 

He  was  a member  of  the  Arapahoe  County  and 
Colorado  Medical  societies,  and  served  eight  terms  on 
the  Cancer  Committee  of  CMS. 

Dr.  Warren  Felix  B.  Lindsley,  Jr.,  32,  of  Denver 
died  November  28,  1978  of  gunshot  wounds  from  an 
unknown  source. 

Dr.  Lindsley  was  medical  coordinator  for  inten- 
sive-care services  in  pediatrics,  and  an  emergency 
room  physician  at  Porter  Memorial  Hospital.  He  was 
a pediatric  consultant  and  chairman  of  the  pediatrics 
department  at  Aurora  Community  Hospital. 

Dr.  Lindsley  was  bom  August  31,  1946  in  Cleve- 

land,  Ohio,  and  attended  Arizona  State  University. 
He  received  his  M.D.  from  the  University  of  Colorado 
School  of  Medicine  in  1971,  and  he  served  both  In- 
ternship and  Residency  at  this  institution. 

He  was  a member  of  the  American  Academy  of 
Pediatrics  and  was  Board  Certified  by  the  American 
Board  of  Pediatrics. 

He  is  survived  by  his  widow,  Lee  Bibb  Lindsley, 
and  two  young  children. 

Doctor  Harry  L.  Christy  Whitaker,  96,  died 
January  5,  1979  following  a long  illness. 

At  the  time  of  Doctor  Whitaker’s  retirement  in 
August,  1977,  he  was  the  oldest  practicing  physician 
in  Colorado.  He  had  first  obtained  his  Colorado 
license  in  1917.  He  had  served  as  a staff  member  at 
St.  Luke’s  for  over  fifty  years.  He  was  treasurer  of  the 
Colorado  State  Otorhinolaryngology  Society  for  more 
than  fifty  years.  He  was  at  Children’s  Hospital  for 
over  35  years. 

Doctor  Whitaker  was  born  in  Marathon,  Ohio  on 
December  17,  1882,  and  after  being  graduated  from 
the  University  of  Texas  he  attended  Baylor  Medical 
School,  graduating  in  1913.  He  practiced  surgery  in 
Dallas  until  about  1915  when  his  health  deteriorated 


and  he  came  to  Denver  to  recuperate  at  the  Agnes 
Phipps  Memorial  Center. 

In  Denver  Doctor  Whitaker  was  cured,  and  in  1916 
entered  upon  a career  as  an  ear,  nose,  and  throat 
specialist. 

He  was  a member  of  the  Colorado  Medical  Society, 
the  Denver  Medical  Society,  and  the  American  Medi- 
cal Association.  He  was  a member  of  Emulation 
Lodge,  AF  & AM  of  Denver,  of  Colorado  Consistory 
No.  1,  El  Jebel  Shrine,  and  was  the  oldest  member  of 
the  Denver  Country  Club.  He  belonged  to  the  Col- 
orado Senior  Golf  Association. 

Doctor  Whitaker  is  survived  by  his  widow,  Inez,  to 
whom  he  was  married  in  1934,  and  who  survives.  Two 
daughters,  Mrs.  Littleton  Barkely,  Jr.,  Palos  Verdes 
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Estates,  California,  and  Mrs.  Adrian  Smith,  Denver, 
survive,  as  well  as  a son,  Harry  L.  Christy  Whitaker, 
Jr.,  Stockton,  California. 

Doctor  John  Lewis  McFee,  62,  died  in  Denver 
January  4,  1979. 

Doctor  McFee  was  bom  March  21,  1916  in  Union 
County,  Iowa,  and  attended  school  in  Chappell,  Ne- 
braska, prior  to  being  graduated  from  the  University 
of  Nebraska  Medical  College  in  1941.  He  interned  at 
Mountain  View  Hospital,  Tacoma  Washington  from 

1941  to  1942. 

Doctor  McFee  served  in  the  South  Pacific  during 
World  War  II  with  the  Army  Medical  Corps,  follow- 
ing which  he  practiced  in  Ogallala,  Nebraska. 

In  1961  he  moved  to  Denver,  and  in  1965  completed 
a residency  in  surgery  at  Denver  General  Hospital, 
whereupon  he  joined  the  staff  of  Lutheran  Medical 
Center.  He  also  maintained  a Lakewood  practice 
from  1966  until  retiring  at  the  end  of  1977. 

Doctor  McFee  had  been  a member  of  the  Clear 
Creek  Valley  Medical  Society  since  March  1966,  and 
was  a member  of  the  Denver  and  Colorado  Medical 
societies. 

He  is  survived  by  his  widow  and  four  sons,  John 
McFee,  Jr.,  Ipswich,  South  Dakota;  Ronald  McFee, 
Livermore,  California;  Navy  Lt.  Michael  McFee, 
Pensacola,  Florida,  and  Mark  McFee,  Denver,  and  a 
daughter.  Ensign  Cindy  McFee,  serving  on  a NOAA 
ship  in  the  Indian  Ocean. 

His  mother,  Florence  McFee,  Oshkosh,  Nebraska, 
also  survives. 

Doctor  William  G.  Baker,  67,  died  January  8 after 
a long  illness. 

Doctor  Baker,  a long-term  supporter  of  the  Denver 
Medical  Society  Library,  was  bom  at  Flora,  Illinois, 
and  attended  the  University  of  Illinois,  following 
which  he  attended  the  Washington  University  School 
of  Medicine,  St.  Louis,  Missouri,  from  which  he  re- 
ceived his  MD  in  1938  as  a surgeon.  He  served  his 
internship  at  Presbyterian  Hospital,  Denver. 

He  served  as  a Major  in  the  Army  Air  Force  from 

1942  to  March  1946,  spending  some  of  that  time  at 
Fitzsimons  Army  Hospital,  and  during  the  period 
from  1944-45  he  was  at  Ream’s  Regional  Station 
Hospital,  Murray,  Utah. 

Doctor  Baker  was  a member  of  the  American  Col- 
lege of  Surgeons,  the  International  College  of  Sur- 
geons, the  Denver  and  Colorado  medical  societies, 
and  the  Southwestern  Surgical  Congress. 

He  was  married  to  Carrie  L.  Stevenson  in  1936  at 
Salem,  Illinois,  and  she  survives,  as  do  a son.  Dr. 
William  S.  Baker,  Kansas  City,  Kansas,  and  a 
daughter,  Barbara  Ann  Pinard  of  Littleton. 

Montana 

Doctor  Harrison  D.  Huggins,  Kalispell,  Mon- 
tana, died  January  17,  1979  at  the  age  of  84.  He  had 
practiced  in  the  community  for  forty  years,  and  was  a 
member  of  the  Flathead  Medical  Society,  the  Mon- 
tana Medical  Association,  and  the  American  Medical 
Association.  His  wife  and  a daughter  survive. 


John  C.  Mendenhall,  MD 

Editorial  Consultant 
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Oxford  University  Press,  1978.  509  p.  $18.95. 

Functions  of  the  Septo-HipiMicampal  System:  Symposium  on 
Functions  of  the  Septo-Hippocampal  System,  London,  1977.  New 
York,  Elsevier,  1978.  438  p.  Gift. 

The  Practicing  Physician’s  Approach  to  Headache:  Seymour 
Diamond  and  D.J.  Dalessio.  Baltimore,  Williams  and  Wilkins, 
1978.  154  p. 


PSYCHIATRY 

Major  Mental  Handicap;  Symposium  on  the  Cost  of  Prevention  of 
Major  Mental  Handicap,  London,  1977.  New  York,  Elsevier,  1978. 
226  p.  Gift. 

RADIOLOGY 

Therapy  in  Nuclear  Medicine:  Richard  Spencer.  New  York,  Grune 
and  Stratton,  1978.  404  p.  $32.50. 

SURGERY 

Surgical  Decision  Making:  Ben  Eiseman  and  R.S.  Wotkyns,  ed. 
Philadelphia,  Saunders,  1978.  319.  p. 

GYNECOLOGY 

Current  Obstetric  and  Gynecologic  Diagnosis  and  Treatment; 
Ralph  C.  Benson.  2nd  ed.  Los  Altos,  Calif.,  Lange,  1978.  976  p. 
$18.00.  Gift. 

Gj'Esxoiogy:  Langdon  Parsons.  2nd  ed.  Philadelphia  Saundere, 
1978.  1660  p.  $60.00. 

Xeroradiography;  IJncalcified  Breast  Masses:  John  N.  Wolfe. 
Springfield,  111.,  Thomas,  1977.  191  p.  $28.00. 

OBSTETRICS 

Obstetric  Emergencies:  Denis  Cavanagh.  2nd  ed.  New  York, 
Harper  and  Row,  1978.  437  p.  $19.50. 

IJSOLOGY 

Campbell’s  Urology;  J.H.  Harrison  and  others,  ed.  4th  ed. 
Philadelphia,  Saunders,  1978.  V.  1.  $50.00. 

Heconstructive  Urelogic  Surgery:  F.E.  Steckel  and  J.  A.  Libeiiieo, 
ed.  Baltimore,  Williams  & Wilkins,  1977.  320  p. 


Book  Review 

Understanding  Senility  - A Layperson’s  Guide 
by  Susan  M.  Thornton  and  Virginia  Fraser,  Loretto 
Heights  College,  Denver.  (35  pages  - $2.00,  paper) 

Certainly  this  short  work  on  an  awesome  subject, 
"Senility”,  fills  a major  need  for  the  myriads  of 
Americans  whose  lives  are  affected  by  mental  im- 
pairment of  an  elderly  individual.  The  approach  is 
sensitive,  yet  authoritative.  It  examines  the  subject 
from  almost  every  conceivable  angle.  Any  family 
planning  for  a senile  member’s  future  will  be  far  more 
understanding  for  spending  the  thirty  minutes  it 
takes  to  read  the  first  26  pages,  which  in  addition  to 
defimng  "senility”  and  the  more  correct  term  Organic 
Brain  Syndrome  or  OBS  contains  such  sections  as: 

Early  Symptoms  (of  OBS);  Later  Behavior  Pat- 
terns; The  Elder’s  Emotional  Response;  Housing  Al- 
ternatives; Selecting  a Care  Facility;  Stresses  on  the 
Family;  Emotional  Support  for  the  Family.  These  are 
only  som.e  of  the  facets  of  the  problems  of  relating  and 
caring  for  any  elderly  individual  with  failing  mental 
powers. 

In  the  course  of  the  text,  one  finds  an  answer  to  the 
question  as  to  who  could  benefit  by  reading  it;  viz., 
family  members,  care  facility  personnel,  clergy, 
nurses,  doctors,  social  workers,  and  administrators. 
Reading  from  the  standpoint  of  a physician  with  spe- 
cial interest  in  geriatric  medicine,  it  is  refreshingly 
well  organized  and  stated.  It  would  be  especially  ap- 
propos  for  family  members  anxious  to  help  a mentally 
impaired  loved  one  compassionately  and  intelli- 
gently. This  small  book  is  just  what  it  purports  to  be: 
a guide. 

The  closing  section  of  the  book  proper  - "Layper- 
sons Can  Help”  is  a hopeful  resume  of  possible  av- 
enues of  community  action  on  behalf  of  mentally  en- 
feebled older  persons. 

Lastly  there  is  an  account  of  a group  of  family 
interviews  accomplished  as  part  of  the  preparation 
■for  the  book;  the  authors  acknowledge  the  small 
number  and  do  not  regard  20  interviews  as  statisti- 
cally valid,  but  after  reading  the  summarization  of 
the  answers  one  suspects  a much  larger  sampling 
would  have  shown  the  same  trends.  The  interviews 
seemed  to  indicate  that  the  average  primary  physi- 
cian either  needs  a better  understanding  of  the 
"senile  patient”  and  the  patient’s  family,  or  perhaps 
to  be  motivated  to  take  the  necessary  time  to  com- 
municate compassionately. 

Susan  Thornton,  a professional  writer,  and  Vir- 
ginia Fraser,  trained  in  social  work  and  communica- 
tions, have  done  an  excellent  job  of  presenting  a sub- 
ject fraught  with  fear  and  difficult  decisions,  and 
reducing  fear  and  making  decisions  easier. 


Walter  E.  Vest,  Jr.,  MD 

Denver 
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Announcing  . . . 

a new  service  for  Physicians  and  Dentists 


Medicredit® 

Available  to 
Physicians  and  Dentists 

Signature  Loans 

or 

Lines  of  Credit 
up  to  $50,000 


Special  features  of  Medicredit®: 

• Issued  on  your  signature  only  — no  collateral  other  than  the  assignment  of  life  insurance 

• Repayment  — as  long  as  5 years 

• Medicredit  is  like  having  a $50,000  lifetime  credit  card 

• As  you  pay  it  back,  it  becomes  available  again  for  use 

• Interns  and  residents  can  borrow  up  to  $20,000  with  interest  only  the  first  year 

• No  pre-payment  penalties.  You  may  pay  off  your  Medicredit  anytime  you  wish  without  penalty 

• Available  in  all  states  except  Alaska,  Arkansas,  and  Hawaii 

• Personal  and  confidential.  At  your  convenience,  a WPAA  representative  will  make  an  appointment  with  you 


WPAA 

Western  Physicians 
Advisory  Association 


A non-profit  organization  serving  the  financial  needs  of  the  medical  and  dental  professions 


14  Inverness  Drive  East 
Building  Eight-Penthouse  K 
Denver,  Colorado  80112 
(303)  770-2803 


WANT  ADS 


MEDICAL  OPPORTUNITIES 

WYOMING  - OB/GYN,  Family  Practitioners  and  Internists  needed. 
Beautiful  recreational  area.  New  $10,000,000  community  hospital. 
Rapid  growth  area.  Population  60,000.  Contact  Medical  Affairs 
Committee,  P.O.  Box  1527,  Rock  Springs,  WY  82901.  include 
resume.  1178-13-6B 

FAMILY  PRACTITIONER’S  AND  GENERAL  PRACTI- 
TIONER’S OPPORTUNITIES  in  Midland,  Texas.  Challenging 
work  in  a fast  growing  community.  Colleges,  Theatre,  Cultural 
activities.  Community  of  80,000.  Contact:  Mr.  Richard  R.  Bell, 
Executive  Director,  Parkview  Hospital,  3201  Sage  Street,  Midland, 
Texas  79701,  or  Call:  (915)  683-5491  I178-19-3B 


PHYSICIANS  SOUGHT  BY  OUR  HOSPITAL  and  Health  Care 
clients.  As  leaders  in  physician  recruitment,  we  can  help  you  meet 
the  right  people.  All  fees  are  paid  by  the  hiring  institution.  Immediate 
openings  in  Rocky  Mountain  region  for  ER  Physicians,  Anes- 
thesiologists, Pediatrician,  OB/GYN,  General  Surgeon,  Ortho-Sur- 
geon, Internist,  Family  Practice,  Neuro-Surgeon.  Call:  Roth  Young, 
(303)  753-1272  or  send  resume  in  confidence  to  2755  South  Locust 
Street,  # 1 14,  Denver,  Colorado  80222.  One  of  the  26  offices  coast 
to  coast.  179-4-3B 

WANTED:  General  Internist  - Board  certified  or  eligible  wanted  to 
join  established  Internist  in  Northeast  Colorado.  Send  resume  to 
Richard  C.  Lamb,  MD,  1405  South  8th  Avenue,  Sterling,  Colorado 
80751.  179-6-3B 

FAMILY  PHYSICIAN  URGENTLY  NEEDED  to  establish  prac- 
tice in  Town  of  Malta  in  Northcentral  Montana,  junction  of  High- 
ways 2 and  191.  Population  2,500  with  6,500  drawing  area  of 
Phillips  County  in  a prosperous  farming  and  ranching  community 
that  is  progressive  and  growing.  Admirable  health,  schooling,  and 
recreational  facilities.  Excellent  earning  prospects.  Write  or  call: 
Roman  Losleben,  President,  (406)  654-2632;  or  James  F.  Tavary, 
Secretary,  (406)  654-1462,  Phillips  County  Health  Services  Com- 
mittee, Malta,  Montana  59538;  or  Gene  McCracken,  Administrator, 
(406)  654-1100,  Phillips  County  Hospital  Association,  Malta, 
Montana  59538.  1178-10-3B 

OPENINGS  IN  FAMILY  PRACTICE,  OBSTETRICS/ 
GYNECOLOGY  ORTHOPEDICS  in  established  Denver,  Colorado 
growth-oriented  multispecialty  group.  Send  CV  to  David  F.  Crow- 
der, MD,  Medical  Director,  The  Denver  Clinic,  701  East  Colfax 
Avenue,  Denver,  Colorado  80203,  or  Call:  (303)  831-7171. 

379-1-lB 


PRACTICE  FOR  SALE.  General.  Thermopolis,  Wyoming.  If  in- 
terested, please  call  (307)  864-2692,  or  write  P.O.  Box  1072,  Ther- 
mopolis, Wyoming  82443.  379-3- IB 

WANTED:  BOARD  ELIGIBLE  OR  CERTIHED  PLASTIC  SUR- 
GEON: As  associate  or  partner  in  Rocky  Mountain  area.  Practice 
involves  all  traditional  areas  of  plastic  and  reconstmctive  surgery.  40 
plus  hours  weekly  or  as  needed  for  profession.  Salary:  $30,000 
annually.  Modem  well-equipped  office  with  surgical  suite.  Qual- 
ified applicants  report  to  the  nearest  Colorado  Job  Service  Center. 
Job  Order  No.  0741306.  379-4-lB 


PHYSICIAN'S  ASSISTANT,  nationally  certified,  looking  for  work 
in  rural  area.  Paul  Jacquay,  Otter,  Montana  59062,  or  Call:  (406) 
784-2473.  379-22- IB 


UNIVERSITY  OF  WYOMING  COLLEGE  OF  HUMAN 
MEDICINE  FACULTY  AND  STAFF  POSITIONS,  FAMILY 
PRACTICE  RESIDENCY  PROGRAMS  in  Casper,  Wyoming  and 
Cheyenne,  Wyoming  as  well  as  Assistant  Dean  for  Clinical  Affairs 
in  Laramie,  Wyoming.  Faculty  openings  for  Board  Certified  Physi- 
cians in  Family  Practice,  Psychiatry,  Internal  Medicine,  Obsteh-ics 
and  Gynecology,  Pediatrics  and  Surgery.  Staff  positions  in  health 
care  and  clinic  management  also  available.  The  College  of  Human 
Medicine  is  a statewide  medical  education  program  involving  family 
practice  residencies,  medical  student  contracts,  the  University 
Health  Service  and  rural  assistance  programs.  These  positions  re- 
quire demonstrated  interest  in  innovative  medical  education  prog- 
rams to  meet  a variety  of  health  care  needs.  Salaries  are  competitive 
and  faculty  rank,  where  appropriate,  is  negotiable.  Applications  will 
be  accepted  and  reviewed  through  June  30,  1979.  CONTACT:  Joel 
H.  Lanphear,  Ph.D,  Acting  Dean,  University  of  Wyoming  College 
of  Human  Medicine,  P.O.  Box  3433,  University  Station,  Laramie, 
WY  82071.  THE  UNIVERSITY  OF  WYOMING  IS  AN  AFFIR- 
MATIVE ACTION/EQUAL  OPPORTUNITY  EMPLOYER. 
M/F  179-24-3B 

WANTED:  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 
INTERNIST,  general  or  with  subspecialty.  University  community 
of  40,000  with  drawing  area  of  about  100,000.  1 hour  from  ocean, 
mountains,  or  desert.  6 months  guaranteed  income.  JACH  approved 
hospital,  licensed  for  195  beds.  Resume:  Box  1506,  Loma  Linda, 
California  92354.  379-6-2B 

PHYSICIANS  ASSISTANT  - 1975  graduate,  current  NCCPA  cer- 
tification. A new  12-man  specialty  clinic  and  my  doctors’  service  to 
BCBS  necessitates  my  seeking  employment.  I would  like  to  join  a 
one  or  two  man  group  in  a small  town.  I have  been  well  trained  in 
general  practice  and  have  a wide  array  of  interests.  I would  welcome 
a call  to  discuss  this  further.  Charles  Scott,  PA,  620  Country  Club 
Road,  #2D,  Pratt,  Kansas  67124.  Call:  (316)  672-5858  or  672- 
5559.  379-9- IB 


PHYSICIAN-METROPOLITAN  STATE  COLLEGE  - part  time 
position  with  $21  hourly  salary  to  provide  ambulatory  care  to  stu- 
dents. Available  September  1979.  Contact:  Director,  Metropolitan 
State  College  Student  Health  Service,  Box  20,  1006  11th  Street, 
Denver,  Colorado  80204.  Call:  (303)  629-2525.  379-10-lB 


CANON  CITY,  COLORADO  seeks  services  of  anesthesiologist. 
75-bed  general  hospital  with  over  1000  surgeries  per  year.  General 
surgeons,  urologist,  orthopaedist,  ophthalmologist  resident  in  com- 
munity. Mildest  climate  in  Colorado,  gateway  to  the  Rocky  Moun- 
tains. Send  resume  to  Administrator,  St.  Thomas  More  Hospital. 
Canon  City.  Colorado  81212.  Phone:  (303)  275-3381.  379-14-lB 


POSITIONS  AVAILABLE  FOR  INTERNISTS  OR  CAR- 
DIOLOGIST. Board-Certified  or  Board  Eligible  preferred.  Begin- 
ning salary  from  $32,000  to  $42,000  per  year.  Complete  malpractice 
insurance  coverage  provided.  Liberal  fringe  benefits  life  insurance, 
health  insurance,  retirement,  30  days  vacation  plus  15  days  sick 
leave  each  year.  An  unexcelled  opportunity  to  engage  in  a challeng- 
ing medical  practice  in  a rural  setting  offering  unlimited  recreational 
opportunities  - hunting,  fishing,  boating,  snow  and  water  skiing, 
plus  fresh  clean  air  in  abundance.  Contact:  Norman  C.  Jorgenson. 
MD,  Chief  of  Staff,  Veterans  Administration  Medical  Center,  Miles 
City,  Montana  59301 . Call:  (406)  232-3060  or  FTS  585-9201 . Non 
discrimination  in  employment.  379-20- IB 
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BUSY  GYN  PRACTICE  (could  resume  OB)  available  for  assump- 
tion in  suburban  Denver  area.  Reply:  Box  379-21 -IB,  c/o  Rocky 
Mountain  Medical  Journal.  1601  E.  19th  Avenue,  Denver,  Colorado 
80218.  379-21- IB 


PROPERTIES  — FOR  LEASE 


TO  LEASE:  PREMIUM  OFEICE  SPACE  to  be  available  Summer 
1979,  finest  location.  Eine  academic  climate.  Bozeman,  Montana. 
Write:  Leland  Stanley,  MD,  2101  1 Ith,  Cody,  Wyoming  82414,  or 
Call:  (307)  587-9523.  1178-5-3B 


BOZEMAN,  MONTANA  - New  medical  office  complex  wishes  to 
rent  to  practice  of  Pediatrics  to  fill  out  the  complex  - private  practice. 
Other  space  also  available.  Call  or  write  Don  Nell,  Box  577,  Medical 
Arts  Center,  Bozeman,  Montana  59715  - (406)  587-5526. 

1I78-12-3B 


PROPERTIES  FOR  LEASE:  Pueblo,  Colorado  - Ultra  modem 
medical  space  available.  Parkview  Medical  Arts  Building,  17th  and 
Greenwood,  Will  remodel  to  suit  each  individual’s  needs.  Building 
has  X-ray  laboratory  and  Pharmacy  plus  all  other  services  nearby  for 
your  convenience.  Contact  Dan  Molello,  CPM  — Jones-Healy, 
Inc.,  1 19  West  6th  Street,  Pueblo,  Colorado  81003  or  phone  (303) 
545-8181.  179-5-6B 


COLORADO  SPRINGS  OFFICE  SPACE.;  Private  tiled  entry, 
paneled  reception  area  with  built-in  reception  desk  and  files,  private 
office  with  storage.  Toilet,  lavatory,  2 treatment  rooms  with  built- 
ins,  and  lab.  All  utilities  including  janitorial  provided.  636  sq.  ft., 
rent  $4.72  per  sq.  ft. , or  $250  per  month.  Rent  or  lease.  Call:  Frank 
Cotten,  (303)  626- 1325,  P.O.  Box  190,  Colorado  Springs,  Colorado 
80901.  379-2- IB 


SPACE  FOR  RENT,  BOULDER,  COLORAIX).  1200  to  2200  sq. 
ft.  Prime  location,  1310  College  Avenue.  Parking  excellent.  For 
information  call:  Dexter  Writer  (303)  758-9200.  379-5- IB 


FOR  LEASE:  Medical  office  suites  in  prestigious  South  Denver 
Medical  Building,  2465  S.  Downing,  across  from  Porter  Hospital, 
and  only  minutes  to  Swedish  Hospital.  From  500  to  3000  sq.  ft. 
available  now  at  the  annual  rental  rate  of  $7.50/sq.  ft.  Can  modify 
space  to  suit  your  needs.  X-ray  lab  and  pharmacy  on  premises. 
Excellent  off-street  parking.  Phone  or  write:  L.  Ted  Benton,  Gar- 
rett-Bromfield  & Co.,  (303)  572-3400, or  730  17th  Street,  Suite  820, 
Denver,  Colorado  80202.  Broker  participation  invited.  379-7- IB 


FOR  LEASE:  Office  space  in  complete  medical  center  with  Phar- 
macy, Optician,  X-ray,  Laboratories,  etc.  Excellent  location  near 
eight  major  hospitals  and  bus  line.  Very  competitive  prices.  Will 
remodel.  Call:  Debby  Moses,  (303)  758-3535.  379- 12- IB 


FOR  RENT:  Medical  offices  in  Cherry  Creek  area  medical  building. 
X-ray  and  lab  facilities.  128  Steele  Street,  Denver,  Colorado.  Call: 
(303)  322-7571  379- 16- IB 


AT  THE 
BROADMOOR 


Sure,  we're  seosonol  — ond  now  our  "other" 
season  is  here!  Our  room  rotes  ore  os  moderate 
os  our  yeor  'round  dimote. 

We  hove  over  thirty  meeting  rooms,  from  o six- 
teen-person board  room  to  the  twenty-four 

hundred  person 
capacity 
Internotionol  Center. 
We  con  seat  1600  peo- 
ple for  o banquet,  ond  we 
hove  o 16,000  square  foot 
exhibit  hall,  two  boll- 
rooms  ond  560  guest 
rooms. 

You  con  ploy  golf  ond 
tennis  oil  yeor,  ski  or 
take  lessons  ot  our 
nearby  ski  oreo  where  Mother  Noture 
is  assisted  by  mon-mode  snow!  You'll 
be  more  thon  pleosed  with  dining  ot 
The  Droodmoor  where  we  offer  every- 
thing from  French  Cuisine  in  our  formol 
I dining  rooms  to  steak  ond  kidney  pie  in 
our  outhentic  English  pub.  You'll  olso 
enjoy  the  nightlife  in  our  lounges  ranging 
from  ragtime  sing-olong  piono 
to  donceoble  swing. 

Since  1918  when  the  first  of  our 
three  buildings  was  constructed, 
Droodmoor  luxury  ond  service 
hove  been  known  ond  opprec- 
ioted  by  guests  from  oil  over  the 
world.  Arronge  your  winter  con- 
ference with  us  ond  discover  for 
yourself  the  extroordinory  qual- 
ities which  hove  mode  us  so 
speciol,  ond  hove  earned  us  the 
coveted  Mobil  Five  Stor  Award  for 
16  consecutive  yeors. 


The 


Broadmoor 

Colorado  Springs,  Colorado  80901 
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FOR  LEASE:  COLORADO  SPRINGS  OFRCE  SPACE  across 
from  Penrose  Hospital.  622  square  feet,  shared  space  with  OB/GYN . 
For  details  contact:  Herbert  E.  Thomson,  MD,  2131  North  Tejon 
Street,  Colorado  Springs,  Colorado  80907,  or  call:  (303)  473- 
0553.  379-15-TFB 


FOR  LEASE:  Southeast  Denver  medical  space  now  available.  2090 
South  Downing  Street,  near  hospital  and  University  of  Denver. 
$6.75  per  square  foot,  including  utilities.  Call  evenings:  (303)  757- 
2258  or  777-3981.  379- 18- IB 


PROPERTIES  ~ FOR  SALE 

FOR  SALE:  WHITEFISH,  MONTANA  MEDICAL  CLINIC  with 
adjacent  lot  offered  in  a summer-winter  resort  community  in  north- 
western Montana.  Reasonable  terms  available.  If  you  are  tired  of 
urban  pressures,  and  like  skiing  and  lakes,  contact  Whitefish  Land 
Office  for  details:  (406)  862-2579.  379-I3-1B 


MISCELLANEOUS 

42ND  ANNUAL  NEW  ORLEANS  MEDICAL  ASSEMBLY.  April 
27-May  1,  1979.  The  Fairmont,  New  Orleans.  Management  of 
Common  Problems  in  Office  Practice-Update.  Oliver  H.  Dabezles, 
Jr.,  MD,  Program  Director.  Accreditation:  AM  A Category  1, 
AAFP-ACEP  Category  11.  Registration  Fee:  Non-Member  Physician 
- $200;  Military  - $100;  Registered  Nurse  - $100;  Complimentary  - 
Students,  Residents,  Interns,  and  Fellows.  Scientific  and  Technical 
Exhibits.  River  Boat  cruise.  Call:  (504)  525-9930  for  further  infor- 
mation, or  write  NOGMA,  #1538  Tulane  Medical  Center,  1430 
Tulane  Avenue,  New  Orleans,  Louisiana  70112.  1178-1-3B 


FOR  SALE:  One  complete  Ritter  Treatment  Unit.  One  Ritter  Treat- 
ment Chair,  motor  driven.  One  hydraulic  chair.  One  Moorehead- 
type  Treatment  Unit.  Pictures  available  upon  request.  Give  me  your 
best  offer.  Howard  E.  Swanson,  MD,  Box  128,  Buffalo  Creek, 
Colorado  80425,  or  Call:  (303)  838-5572. 

1178-17-28 

FOR  SALE:  300MA  General  Electric  X-Ray,  125  KV,  Tilt  Table, 
Phototimer,  Spot  Film  Device,  New  Tube  and  Collmator  $8,500.00 
less  trade-in  installed  and  guaranteed.  Plaza  Medical,  Inc.  Denver, 
Colo.  (303)  771-6210.  179-2-2B 

PROTECT  YOUR  MEDICAL  OFFICE  - Professional  Burglar 
Alarm  Stickers  that  affix  inside  the  windows,  alerts  would-be  bur- 
glars that  an  automatic  alarm  is  present;  these  alarm  stickers  are  not 
sold  in  the  retail  stores.  Send  $2.00  for  4 stickers  and  sleep  at  night. 
Lee  Enterprises,  Gateway  Station,  P.O,  Box  14070,  Aurora,  Colo, 
80014  179-9- IB 

WANT  TO  BE  A PARTNER  IN  OTHER  BUSINESSES?  Partner 
Clearing  House  has  a variety  of  businesses  seeking  active  or  silent 
partners.  We  office  in  Chelry  Creek  at  215  St.  Paul  Street,  Suite  219, 
Denver,  Colorado  80206.  Call:  (303)  399-7542.  379-8- IB 

LEGAL  SERVICES  FOR  DOCTORS.  Anthony  Stumiolo  and 
Richard  Yolles,  Attorneys  at  Law.  Formation  of  Professional  Cor- 
porations. Collection  Services.  Reasonable  rates.  Park  Avenue  Law 
Building.  936  East  18th  Avenue,  Denver,  Colorado  80218.  Call: 
(303)  861-7717.  379-1 1-3B 

FOR  SALE:  500MA,  CGR  X-ray,  Image  Intensifier  w/TV  Monitor 
and  Camera,  cost  $I80,000(i.e.,  new).  Only  six  years  old,  $28,000 
installed  and  guaranteed.  Plaza  Medical,  Inc.,  Denver.  Call:  (303) 
771-6210.  379-18-3B 


Almost  Human. 

WiicJ  animals  often  exhibit  behavior  which  is  almost  human. 
Brown  bears  are  a good  example.  They  travel  as  a family  unit  and 
the  mother  teaches  the  cubs  to  fend  for  themselves  against  the 
pitfalls  and  dangers  that  life  sometimes  brings. 

And  just  as  the  bear  protects  her  young,  maybe  you  should 
look  at  the  protection  you  have  provided  for  yourself  and  your 
family.  What  would  happen  if  you  became  disabled  and  your 
income  was  stopped? 

That's  why  the  Colorado  Medical  Society  endorses  Disabi 
Income  Protection  for  its  members.  Dis- 
ability Income  Protection  can  help  you  re- 
place that  "lost  income"  when  a covered 
sickness  or  accident  keeps  you  from  your 
practice.  And  your  plan  is  underwritten  by 
Mutual  of  Omaha,  the  people  who  bring  you 
Mutual  of  Omaha's  Wild  Kingdom. 

For  complete  information  about  Dis- 
ability Income  Protection,  mail  in  the 
coupon  or  call  the  Mutual  of  Omaha  repre- 
sentative nearest  you  for  personal,  courte- 
ous service. 


TonyOcchiuto 

Suite  206 
902  North  Circle  Drive 
RO.  Box  9226 
Station  A 

Colorado  Springs,  Colorado  80952 
(505)471-1085 

Con  LItz 

Suite  500 

4800  Wadsworth  Plaza 
Wheat  Ridge,  Colorado  80055 
(505)425-2710 


Frank  Zarlengo 

Suite  111,  Bldg.  5 
Plaza  6000 

61X10  East  Evans  Avenue 
Denver,  Colorado  80222 
(505)758-5600 

carl  Roderick 

Greeley  National  Plaza 
Suite  660 
827  Eighth  Street 
Greeley,  Colorado  80651 
(505)552-5296 


UNDIRWRITTEN  BY 

IVIutuaf^^ 

9^mflha®\L/ 

Ppopip  you  can  count  on... 

Life  Insurance  Affiliate: 

Unitpd  of  Omatiii 

MUTUAl  Of  OMAHA  INSURANCE  COMPANY 
HOME  Off  ICE  OMAHA.  NEBRASKA 


Colorado  Medical  society  insurance  Program 

I am  interested  in  Mutual  of  Omaha's  personal  service  in  providing  me 
with  information  about  Disability  Income  Protection  available  to  me  as  a 
member  of  the  Colorado  Medical  Society. 
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Aetna  Life  and  Casualty  58 

Boulder  Psychiatric  Hospital 85 

The  Broadmoor 96 

Burroughs  Wellcome  Company 

Neosporin  Topical 48 

Zyloprim  56 

Empirin  Compound  c Codeine 98 

COPAC,  Inc 90 

The  Doctor’s  Company  47 

Embassy  House Cover  III 

Endo  Laboratories 

Percocet-5  54-55 

Health  Central  57 

International  Travel  Advisors 92 

Jobst  Service  Centers  86 

Lilly,  Eli  & Company 

DARVOCET-NIOO 88 

Merck,  Sharp  & Dohme,  Inc. 

Aldomet 91 

Mutual  of  Omaha 97 

Ortho  Pharmaceuticals 

Monistat  IV 50-52 

Roche  Laboratories 

Valium  Cover  II 

Shared  Service  Systems  87 

Smith,  Kline  & French  Laboratories 
Dyazide Cover  IV 


Western  Physicians  Advisory  Association  . .94 


CHARLES  M.  RUSSELL  AND  FRIENDS 

In  1922,  five  years  before  his  death,  Russell 
painted  this  recollection  of  his  life  in  Montana. 
It  came  out  in  a favored  arrangement,  with 
himself  on  horseback  atop  a rise,  as  in  so  many 
of  his  big  canvases,  watching  his  beloved  cow- 
boys ride  the  range  while  he  pauses  to  reflect  on 
the  exciting  experiences  of  his  range  years. 

Oil  on  canvas  prints  of  this  painting  are 
$35.00  for  the  22"  x 28"  picture. 

Mail  all  orders  to: 

Rocky  Mountain  Medical  Journal 
1601  East  19th  Avenue 
Denver,  Colorado  80218 

Name 

Address 

City 

State Zip 
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Announcing  . . . 

a new  service  for  Physicians  and  Dentists 


Medicredit« 

Available  to 
Physicimis  and  Dentists 

Signature  Loans 

or 

Lines  of  Credit 
up  to  $50,000 


Special  features  of  Medicredit®: 

• Issued  on  your  signature  only  — no  collateral  other  than  the  assignment  of  life  insurance 

• Repayment  — as  long  as  5 years 

0 Medicredit  is  like  having  a $50,000  lifetime  credit  card 
0 As  you  pay  it  back,  it  becomes  available  again  for  use 

0 Interns  and  residents  can  borrow  up  to  $20,000  with  interest  only  the  first  year 
0 No  pre-payment  penalties.  You  may  pay  off  your  Medicredit  anytime  you  wish  without  penalty 
0 Available  in  all  states  except  Alaska,  Arkansas,  and  Hawaii 

0 Personal  and  confidential.  At  your  convenience,  a WPAA  representative  will  make  an  appointment  with  you 


WPAA 

Western  Physicians 
Advisory  Association 


A non-profit  organization  serving  the  financial  needs  of  the  medical  and  dental  professions 


14  Inverness  Drit^  East 
Building  Eight-Penthouse  K 
Denver,  Colorado  80112 
(303)  770-2803 
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Each  gram 
contains:  Aerosporin® 
(Fiolymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 


CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  ii| 
mind  that  the  skin  is  more  liable  to  becom 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry  ' 
scaling  and  itching;  it  may  be  manifest  simply  as  failuj 
to  heal.  During  long-term  use  of  neomycin-containin 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  todiscontim 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoideo 
for  that  patient  thereafter.  ( 


INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 


PRECAUTIONS:  As  with  other  antibacterial  prepar, 
tions,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs.' 


ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 


When  using  neomycin-containing  products  to  control 


Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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OUR  COVER 

The  Webb-Waring  Lung  Institute  at  the  University  of  Colorado  Medical 
Center,  Photo  credit:  Dean  Brannon,  Denver. 


Address  all  correspondence  relating  to 
subscriptions,  advertising  or  address 
changes  to  Editorial  and  Business  Of- 
fice. 


Editorial  and  Business  Office 
1601  E.  19th  Ave. 

Denver,  Colorado  80218 
Telephone  (303)  861-1221 

EDITORIAL  BOARD 


Address  all  manuscripts,  organiza- 
tion and  other  news  items  relating  to 
editorial  content  to  appropriate  state 
editor,  see  below. 


I ado:  Clyde  Stanfield,  MD,  Chief  Scientific  Editor  and  Chairman  of  the  Board,  IBOl^ 
jh  Ave.,  Denver  80218.  David  L.  Kelble.  MD,  1919  Ogden  St..  Denver  802 18,  Associate 
ific  Editor. 


ana:  Gerald  A.  Diettert,  MD,  Scientific  Editor,  P.O.  Box  7609,  Missoula  59801:  G. 
Zins,  Associate  Editor,  2021  Eleventh  Ave.,  Helena  59601. 


[ Donald  G.  Derry,  Managing  Editor 

'■  Allen  Young,  Assistant  Editor 

t trship  and  Sponsorship:  The  Rocky  I^ountain  Medical  Journal  (ISSN  0035-760X) 
I red  by  the  Colorado  Medical  Society  and  is  published  bi-monthly  as  a nonprofit 
>rise  for  the  mutual  benefit  of  the  organizations  which  jointly  sponsor  it.  It  is  pub- 
under  the  direction  of  the  Board  of  Trustees  of  the  Colorado  Medical  Society,  assisted 
’ Editorial  Board  representing  the  sponsoring  organizations.  It  is  the  Official  Journal 
Rocky  Mountain  Medical  Conference  and  those  medical  societies  who  are  represented 
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I Current  ContentsIClinical  Practice. 
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S.  Saiki,  MD,  Assistant  Scientific  Editor,  Cancer  Research  and  Treatment  Center,  U.N.M. 
School  of  Medicine,  Albuquerque  87131,  Ralph  R.  Marshall,  Associate  Editor,  2650  Yale 
Blvd.,  S.E.,  Albuquerque  87106. 

Wyoming:  Francis  A.  Barrett,  MD,  Scientific  Editor,  1616  East  19th  Street,  Cheyenne 
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University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 

TREATMENT  OF  COMMON  PSYCHOSOCIAL  PROBLEMS 
IN  PRIMARY  CARE  SETTINGS:  A WORKSHOP 

May  21-22,  1979 

The  Denver  Inn,  Denver,  Colorado 

Credit:  AMA  Category  1 

* * * 

DERMATOLOGY  FOR  THE  PEDIATRICIAN 
May  25-27,  1979 

Executive  Tower  Inn,  Denver,  Colorado 

Credit:  AMA  Category  1 , 20  hours 

FAMILY  SERVICE  REVIEW 
June  11-16,  1979 

YMCA  of  the  Rockies,  Estes  Park,  Colorado 

Credit:  30  hours  AMA  Category  1 and  AAFP 

UPDATE  IN  RHEUMATOLOGY 
June  27-29,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 
Credit:  AMA  Category  1 

* * * 

PRACTICAL  NEUROLOGY  FOR  THE  INTERNIST  AND 
FAMILY  PHYSICIAN 

June  30- July  3,  1979 

Credit:  AMA  Category  1 

OPHTHALMOLOGY 
July  2-5,  1979 

Opticon  Theatre,  Snowmass  Village,  Colorado 

Credit:  15  hours  AMA  Category  1 

KIDNEY  DISEASE  AND  RENAL  FAILURE 
July  5-7,  1979 

Credit:  AMA  Category  1,  17  hours 


INTERNAL  MEDICINE 

July  9-13,  1979 

YMCA  of  the  Rockies,  Estes  Park,  Colorado 

Credit:  AMA  Category  1,  25  hours 
* * * 

PATHOLOGY  IN  GYNECOLOGY  AND  OBSTETRICS 
July  14-18,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

Credit:  26  hours,  AMA  Category  1 

■k  * * 

ASPEN  SUMMER  SKIN  SEMINAR 
July  18-22,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

Credit:  1 7 hours  Category  1 AMA  and  American  Academy  of 
Dermatology  CME  Award 

* * * 

CHILD  AND  ADOLESCENT  PSYCHIATRY  IN  THE  INTER- 
NATIONAL YEAR  OF  THE  CHILD 

August  6-10,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 
Credit:  20  hours 

* * * 

PEDIATRICS 

August  13-16,  1979 

YMCA  of  the  Rockies,  Estes  Park,  Colorado 

Credit:  AMA  Category  1 , 22  hours 
* * * 

ORTHOPEDICS  FOR  THE  FAMILY  PRACTICE 
AND  EMERGENCY  MEDICINE  PHYSICIAN 

August  18-22,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

Credit:  22  hours,  AMA  Category  1 

EXTERNAL  FIXATION 
August  23-25,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 
Credit:  AMA  Category  1 
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SYNECOLOGY 
August  27-30,  1979 
Ths  Mark,  Vail,  Colorado 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 

■illings  Clinio  Foundation 

MEDICAL-SURGICAL  SYMPOSIUM 

June  1-2,  1979 

Northern  Hotel,  Sillings,  Montana 

Contact:  Paul  F.  Grmoljez,  MD,  P.O.  Box  2555,  Billings, 
Montana  59103 

Aspen  Institute  for  the  Management  of  Stress 
CHANGING  ROLES:  WOMEN  AND  STRESS 
June  7-10,  1979 

Robert  O.  Anderson  Center,  Aspen,  Colorado 

Contact:  Penny  Bonnett,  Aspen  Institute  for  Management  of 
Stress,  Box  8820,  Aspen,  Colorado  81611 

University  of  New  Mexico  School  of  Medicine 
GENITO-URINARY  CANCER 
June  8,  1979 


Division  of  Urology,  University  of  New  Mexico  School  of 
Medidne 

Contact:  Thomas  A.  Borden,  MD,  Division  of  Urology.  Uni- 
versity of  New  Mexico  School  of  Medicine,  2211  Lomas 
Boulevard,  Albuquerque,  New  Mexico  87131 


National  Jewish  Hospital  and  Research  Center 

CLINICAL  MANAGEMENT  AND  CONTROL  OF 

TUBERCULOSIS 

June  3-9,  1979 

National  Asthma  Center,  3800  East  Colfax  Avenue, 
Denver,  Colorado 

Credit:  48  hours  AMA  Category  1 , and  48  hours  AAFP  pre- 
scribed. 

* * ★ 

ASPIRIN  AND  OTHER  NON-STEROIDAL 
ANTI-INFLAMMATORY  AGENTS  (NSAIA) 

June  8-9,  1979 

Credit:  10  hours  Category  1 AMA;  10  hours  Prescribed  credit 
for  American  Academy  of  Family  Physicians  applied  for. 

* * ★ 

INTERNATIONAL  CONFERENCE  ON  CUNICAL  ASPECTS 
OF  CYCLIC  NUCLEOTIDES 

July  1S-19,  1979 

Manor  Vail  Lodge,  Vail,  Colorado 


Medical  Education 


Credit  A.MA.  Category  I,  AA.F.P.,  A.C.E.P.* 

Faculty:  Conduaed  by  nationally-renowned  cardiologists 
Place:  I'h  day  weekend  seminars  held  in  over  thirty  metropolitan 
and  resort  locations  throughout  the  U.S. 


W 


# Cardiac  Ischemia 
and  Arrhythmias- 
Current  Concepts 

Coronary  Disease,  :||^ECG  Interpretation  & 

Exercise  Testing  & Arrhythmia  Management 

Cardiac  Rehabilitation 

Cardiac 

Rehabilitation 

May  4-6 

May  4-6 

May  11-13 

July  13-15 

Williamsburg,  VA 

San  Diego,  CA 

Chicago,  IL 

Vail,  CO 

fvlay  18-20 

June  8-10 

May  11-13 

August  10-12 

Las  Vegas.  NV 

Toronto,  Canada 

San  Francisco,  CA 

Lake  of  the  Ozarks,  MO 

June  15-17 

June  22-24 

June  8-11 

September  28-30 

Chicago.  IL 

Reno,  NV 

Atlanta,  GA 

Washington,  DC 

July  13-15 

July  13-15 

July  13-15 

Anaheim.  CA 

Orlando,  FL 

Great  George.  NJ 

August  17-19 

July  27-29 

July  27-29 

Toronto,  Canada 

Lake  Geneva,  Wl 

Monterey,  CA 

August  24-26 

August  17-19 

August  10-12 

Hilton  Head,  SC 

Cape  Cod,  MA 

Shanty  Creek  Resort,  Ml 

September  28-30 

September  28-30 

August  17-19 

Las  Vegas.  NV 

San  Francisco,  CA 

Orlando,  FL 

■ For  information  on  these  and  other  courses,  contaa:  Director  of  CME,  Dept.  7,  International  Medical  Education  Corporatii 

64  Inverness  Drive  East.  Englewood,  Colorado  80112/Tel:  (303)  773-1144  or  Toll  Free  (800)525-8646,  ext  236 
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Credit:  Category  1 AMA 


Contact:  Mary  T.  Fletcher,  National  Jewish  Hospital/Na- 
tional Asthma  Center,  3800  East  Colfax  Avenue,  Denver,  Col- 
orado 80206 


Symposia  de  Santa  F@ 


CURRENT  CONCEPTS  IN  OBSTETRICS  AND  GYNECOL- 
OGY AND  THEIR  CLINICAL  APPLICATION 

June  13-18, 1S7i 

Santa  Fe  Hilton  Inn,  Santa  Fe,  New  Mexico 


SURGICAL  PATHOLOGY  OF  THE  HEAD  AND  NiCK 
July  12-14,  1i7i 

Santa  Fe  Hilton  Hotel,  Santa  Fe,  New  Mexico 

Contact;  WJ.  Levy,  MD,  P.O.  Box  5175,  Coronado  Station, 
Santa  Fe,  New  Mexico  87502 


International  Medical  Education  Corporation 
CARDIAC  REHABILITATION 
July  13-15,  1i79 

Kiandra/Talisman  Lodge,  Vail,  Colorado 

Credit;  13  hours  AMA  Category  1;  13  hours  AAFP 
Contact:  International  Medical  Education  Corporation,  Divi- 
sion of  Postgraduate  Education,  Department  12, 64  Inverness 
Drive  East.  Englewood,  Colorado  80112. 


American  Academy  of  Family  Physidans  New  Mexico 
Chapter 

22ND  ANNUAL  RUIDOSO  FAMILY  PRACTICE  SEMINAR 
July  16-1i,  1979 

Inn  of  the  Mountain  Gods,  Mescalero,  New  Mexle© 

Contact:  Bob  Reid,  P.O.  Box  456,  Sunland  Park,  New 
Mexico,  88063 
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HOW  DO  YOU  CHOOSE 
A DOCTOR-OWNED 
MEDICAL  MALPRACTICE 
INSURANCE  COMPANY? 


YOUR  QUESTIONS: 

1.  Does  the  Company  offer  what  I need  in  Coverage  and  Policy 
Benefits? 

2.  Is  the  Company  financially  sound? 

3.  Does  the  Company  offer  a consistent  management  philosophy 
geared  to  not  making  the  mistakes  of  the  past? 

OUR  ANSWERS: 

1.  We  offer  coverage  limits  of: 

$500,000/$1,500,000 

and 

$1  Million/$3  Million 

2.  We  have  the  largest  financial  surplus  of  any  Doctor-Owned  Medical 
Malpractice  Insurance  Company  in  the  Western  United  States. 

3.  Our  consistency  is  reflected  in  the  fact  that  we  are  the  only 
Doctor-Owned  Company  in  California  to  prospectively  set  rates  and 

retrospectively  return  dividends  based  on  a gain  from  operation. 


Your  best  choice  for  Medical  Malpractice  Insurance  is  The  Doctors’ 
Company.  One  out  of  every  five  doctors  in  private  practice 
throughout  California  is  insured  by  us. 


THE  DOCTORS'  COMPANY 

AN  INTERINSURANCE  EXCHANGE 


WYOMING  RESIDENT  AGENT 
Edward  McCarthy 
132  North  Kimball  St. 
Casper.  Wyoming  82601 
(307)  235-6696 


The  Doctors  Company  is  authorized  to  offer  and  sell  medical  malpractice  insurance 
and  to  accept  surplus  deposits  in  connection  with  medical  malpractice  insurance 
m the  states  of  California  and  Wyoming.  In  addition.  The  Doctors  Company  is  an 
authorized  Surplus  Lines  carrier  in  the  state  of  Nevada.  No  offer  to  sell  or  solicita- 
tion of  an  offer  to  buy  insurance  is  made  in  any  state  in  which  The  Doctors  Company 
IS  not  an  authorized  carrier.  No  offer  to  sell  or  solicitation  of  an  offer  to  buy  securities 
IS  made  hereby  in  any  state. 


for  1979 
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THE 

BOOK  CORNER 


New  books  received  are  acknowledged  in  this  section  and 
such  acknowledgment  must  be  regarded  as  sufficient  return 
for  the  courtesy  of  the  sender.  Selection  will  be  made  for 
review  in  the  interests  of  our  readers  and  as  space  permits. 
Books  are  listed  with  advance  data  supplied  by  publishers. 
Prices  quoted  are  not  guaranteed.  For  further  information, 
address  queries  to  the  publishers.  Books  here  listed  are  avail- 
able for  lending  from  the  Denver  Medical  Society  Library. 


ORTHOPAEDICS 

BoneTumors:  Louis  Lichtenstein.  5th  ed.  St.  Louis,  Mosby,  1977. 
465  p.  $29.00. 

Clinical  ConceptsOfNeurologkal  Disorders:  JamesF.  Toole,  ed. 
Baltimore,  Williams  and  Wilkins,  1977.  294  p.  $22.95. 
Disorders  Of  The  Patello-Femoral  Joint:  Paul  Ficat  and  David  S. 
Jungeiford.  Baltinlore,  Williams  and  Wilkins,  1977.  249  p.  $28.50. 
Duvries’  Surgery  Of  The  Foot:  Roger  A.  Mann,  ed.  4th  ed.  St. 
Louis,  Mosby,  1978.  624  p.  $39.50. 

Injuries  Of  The  Ligaments  And  Their  Repair:  George  Chapchal, 
ed.  Littleton,  Mass.,  PSG  Publishing,  1977.  235  p.  (7th 
International  Symposium  on  topical  problems  in  orthopedic  surgery. 
Lucerne,  Switzerland,  1977)  $32.50. 

Injuries  To  The  Major  Branches  Of  Peripheral  Nerves  Of  The 
Forearm:  Morton  Spinner.  2nded.  Philadelphia,  Saunders,  1978. 
278  p.  $25.00. 

The  Physiology  Of  The  Joints:  LA.  Kapandji.  2nd  ed.  New  York, 
Churchill  Livingstone,  1978.  3 v.  $14.75. 

CARDIOVASCULAR  MEDICINE 

Clinical  Hypertension:  Norman  M.  Kaplan.  2nd  ed.  Baltimore, 
Williams  and  Wilkins,  1978.  405  p.  $41.00. 

HeartFailure:  Alfred  P.  Fishman.  New  York,  McGraw-Hill,  1978. 
356  p.  $17.95. 

Peripheral  Circulation:  Paul  C.  Johnson.  New  York,  Wiley,  1978. 
369  p.  $29.95. 

A Practical  Approach  To  Angiography:  Irvin  S.  Johnsrude  and 
Donald  C.  Jackson.  Boston,  Little,  Brown,  1979.  579  p.  $48.50. 
Radiology  Of  The  Heart  And  Great  Vessels:  Robert  N.  Cooley 
and  Melvin  H.  Schreiber.  3rd  ed.  Baltimore,  Williams  and  Wilkins, 
1978.  673  p.  (Golden’s  diagnostic  radiology,  section  4).  $65.00. 
Surgery  Of  The  Veins  Of  The  Leg  And  Pelvis:  Robert  M.  May. 
Philadelphia,  Saunders,  1979.  214  p.  (Major  problems  in  clinical 
surgery,  v.23).  $29.50. 

GASTROENTEROLOGY 

Gastrointestinal  Disease:  Marvin  Sleisengerand  John  S.  Fordtran. 
2nd  ed.  Philadelphia,  Saunders,  1978.  2 v.  $65.00. 

Hernia:  Lloyd  M.  Nyhus,  ed.  2nd  ed.  Philadelphia,  Lippincott, 
1978.  782  p. 

The  Liver  And  Anaesthesia:  Leo  Strunin.  Philadelphia,  Saunders, 
1977.  194  p.  (Major  problems  in  anaesthesia,  v.3).  $20.00. 
Mucosal  Biopsy  Of  The  Gastrointestinal  Tract:  Richard 
Whitehead.  2nd  ed.  Philadelphia,  Saunders,  1979.  241  p.  (Major 
problems  in  pathology,  v.3). 


Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused,  hychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injury,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison’s 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET®-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIDNS  The  CNS  depressant  effects  of 
PERC0CET®-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Required. 

PERCOCET®  is  a U.S.  registered  trademark  of  Endo  Inc. 

Chdo  Inc. 

t4anati.  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 

Subsidiary  of  the  DuPont  Company 

EDO-644E  b79 


108 


Rocky  Mountain  Medical  Journal 


Tablets 

PBtCOCFPSc 

Each  tablet  contains  5 mg  oxycodone  HCI  (WARNING:  May  be  habit  forming) 
and  325  mg  acetaminophen  (APAP) 


FOR  THOSE  WHO  CANT  TOLERATE  ASPIRIN 


indicated  for  moderate  to  moderately 
severe  pain 

contains  well-tolerated  acetaminophen 

provides  the  effective  analgesia  of 
oxycodone 


□ scored  tablet  permits  finer  titration 

□ convenient,  economical  q6h  dosage 

Please  see  opposite  page  for  brief  summary  of 
prescribing  information. 


Ortho  announces 


an  important 
in  the  treatment  of 


Efficacy  of 

MONiSTAT  i.v.  therapy. . . 

highly  favorable  rates  of  recovery 
or  clinical  improvement 

• effective  against  systemic  candidiasis 

chronic  mucocutaneous  candidiasis 
coccidioidomycosis 
cryptococcosis 
paracoccidioidomycosis 

• in  patients  who  did  not  respond  to 
amphotericin  B therapy 

• in  immunologically-compromised 
patients  with  severe  infections 

rapid  onset  of  clinical  improvement 
In  most  patients  who  responded, 
improvement  was  observed  within  1-3 
weeks  of  MONISTAT  i.v.  therapy; 
however,  prolonged  treatment  courses 
may  be  necessary  to  prevent  relapse. 

no  development  of  fungal  resistance 

during  therapy  reported 

In  vitro  resistance  of  clinical  isolates  has 

not  been  observed  during  clinical  trials. 

and  the  side  effect  profile 

no  nephrotoxicity  or  other  permanent 
adverse  effects  in  clinical  studies 

• even  in  prolonged  therapy 

• even  in  patients  with  renal  disease 

extensively  evaluated 

During  clinical  trials  in  over  400  patients, 

no  permanent  adverse  reactions  were 

reported. 


4 


Candidiasis 


Coccidioides 

immitis 


Photos  courtesy  of  Duhos,  J.  R.,  Bacterial  and  Mycotic  Infections  of  Man,  J.  B.  Lippincott  ; 

Company,  1968  and  Burrows,  W. , Textbook  of  Microbiology,  W.  B,  Saunders  Company,  19thediti| 


Adverse  reactions 

MONISTAT  i.v.  should  not  be 
administered  undiluted.  Rapid  injection 
of  the  undiluted  solution  may  produce 
transient  tachycardia  or  arrhythmia. 
Adverse  reactions  include  phlebitis, 
pruritus,  rash,  nausea,  vomiting,  febrile 
reactions,  drowsiness,  diarrhea,  anorexia 
and  flushes.  Transient  hematologic 
changes  have  occurred;  therefore,  the 
patient  should  be  closely  monitored. 


© OPC  1978 


advancement 
systemic  mycoses 


CryptocDCcus 

neoformans 


rc^^l  Ortho  Pharmaceutical  Corporation 
Raritan,  New  Jersey  08869 

k 


(miconazole) 

broad*'Spectrum  activity  against 

major  systemic  fiingal  pathogens 


--new  ♦ ^ . 

Momstat  m 


for  more  information 

Because  of  the  uniqueness  of  new 
MONISTAT  i.v.  only  some  of  the 
highlights  can  be  presented  in  this 
advertisement.  For  more  information, 
i.e. , product  monograph,  dosage 
schedules,  etc. , please  fill  out  the 
coupon  on  the  next  page  and  mail  to 
Ortho  Pharmaceutical  Corporation. 

Please  turn  page  for  Prescribing  Information 


generally  well  tolerated  by  severely 
debilitated  patients 

• cancer  patients 

• patients  receiving  immunosuppressive 
drugs 

• patients  with  serious  underlying 
conditions  such  as  renal  insufficiency  or 
diabetes  mellitus 


in  systemic  fungal  infections. . . 

new  ♦ 


Monistat  w. 

/ ^ "I  \ TRADEMARK 

(miconazole) 

a broad-spectrum  systemic  antifungal  agent 


f . 


DESCRIPTION:  MONISTAT  i.v.  (miconazole)  1-:{2-(2,4-dichlorophenyl)-2- 
[(2,4-dlchlorophenyl)  methoxyl  ethyl}  1 H-imidazole  is  a synthetic  antifungal 
supplied  as  a sterile  solution  for  intravenous  infusion.  Each  ml  of  this  solution 
contains  1 0 mg  of  miconazole  with  0. 1 1 5 ml  PEG  40  castor  oil,  1 .0  mg  lactic 
acid  USP,  0.5  mg  methylparaben  USP,<0.05  mg  propylparaben  USP  in  water 
for  injection.  Miconazole  i.v.  is  a clear,  colorless  to  slightly  yellow  solution  hav- 
ingapHof3.7to5,7. 

CLINICAL  PHARMACOLOGY:  MONISTAT  i.v.  is  rapidly  metabolized  in  the 
liver  and  about  14%  to  22%  of  the  administered  dose  is  excreted  in  the  urine, 
mainly  as  inactive  metabolites.  The  pharmacokinetic  profile  fits  a three-com- 
partment open  model  with  the  following  biologic  half-life:  0.4,  2.1,  and  24.1 
hours  for  each  phase  respectively.  The  pharmacokinet'c  profile  of  MONISTAT 
i.v.  IS  unaltered  in  patients  with  renal  insufficiency,  including  those  patients  on 
hemodialysis.  The  in/vitro  antifungal  activity  of  MONISTAT  i.v.  is  very  broad. 
Clinical  efficacy  has  been  demonstrated  in  patients  with  the  following  species 
of  fungi:  Coccidioides  immitis,  Candida  albicans,  Cryptococcus  neoiormans, 
and  Paracoccidioides  brasiliensis. 

Recommended  doses  of  MONISTAT  i.v.  produce  serum  concentrations  of 
drug  which  exceed  the  in-vitro  MIC  values  for  the  fungal  species  noted  above. 
Doses  above  9 mg/kg  of  MONISTAT  i.v.  produce  peak  blood  levels  above 
1 /xg/ml  in  most  cases.  The  drug  penetrates  into  joints. 

INDICATIONS;  MONISTAT  i.v.  is  indicated  for  the  treatment  of  the  following 
severe  systemic  fungal  infections:  coccidioidomycosis,  candidiasis,  cryp- 
tococcosis, paracoccidioidomycosis,  and  for  the  treatment  of  chronic  muco- 
cutaneous candidiasis.  However,  in  the  treatment  of  fungal  meningitis  and 
urinary  bladder  infections  an  intravenous  infusion  alone  is  inadequate,  it  must 
be  supplemented  with  intrathecal  administration  and  bladder  irrigation. 
Appropriate  diagnostic  procedures  should  be  followed  and  MICs  should  be 
determined. 

MONISTAT  i.v.  should  not  be  used  to  treat  common  trivial  forms  of  fungal 
diseases. 

CONTRAINDICATIONS:  MONISTAT  i.v.  is  contraindicated  in  those  patients 
who  have  shown  hypersensitivity  to  it. 

WARNINGS:  Rapid  injection  of  undiluted  MONISTAT  i.v.,  may  produce  tran- 
sient tachycardia  or  arrhythmia. 

PRECAUTIONS:  Before  a treatment  course  of  MONISTAT  i.v.  is  started,  the 
physician  should  make  sure  that  the  patient  is  not  hypersensitive  to  the  drug 
product.  MONISTAT  i.v.  should  be  given  by  intravenous  infusion. 'The  treat-- 
ment  should  be  started  under  stringent, conditions  of  hospitalization  but  sub- 
sequently may  be  given  to  suitable  patients  under  ambulatory  conditions  with 
close  clinical  monitoring.  It  is  recommended  that  an  initial  dose  of  200  mg  be 
given  with  the  physician  in  attendance.  It  is  also  recommended  that  clinical 
laboratory  monitoring  including  hemoglobin,  hematocrit,  electrolytes  and 
lipids  be  performed. 

It  should  be  borne  in  mind  that  systemic  fungal  mycoses  may  be  complica- 
tions of  chronic  underlying  conditions  which  in  themselves  may  require 
appropriate  measures. 


Ortho  Pharmaceutical  Corporation  RMMJ  5/79 
c/o  733  Summer  Street 
Stamford,  CT  06901 

Please  send  me  more  information  on  the 
new  broad-spectrum,  systemic  antifungal 
agent. . . MONISTAT  i.v.  (miconazole). 


M.D. 


Address, 
City 


-State, 


-Zip, 


Specialty, 


October  1978 


Pregnancy:  Reproductive  studies  with  MONISTAT  i.v.  in  rats  and  rabbi| 
revealed  no  evidence  of  impaired  fertility  or  harm  to  the  fetus.  There  are 
data,  however,  on  the  use  of  the  drug  in  pregnant  women. 

Children:  Since  the  safety  of  miconazole  i.v.  in  children  under  one  year  of ; 
has  not  been  extensively  studied,  its  benefits  in  this  age  group  must 
weighed  against  the  possible  risks  involved. 

ADVERSE  REACTIONS:  Adverse  reactions  which  have  been  observed  will 
MONISTAT  i.v.  therapy  include  phlebitis,  pruritus,  rash,  nausea,  vomitin 
febrile  reactions,  drowsiness,  diarrhea,  anorexia  and  flushes.  In  the  U.3 
studies,  29%  of  209  patients  studied  had  phlebitis,  21%  pruritus,  18%  naj 
sea,  10%  fever  and  chills,  9%  rash,  and  7%  emesis.  Transient  decreases 
hematocrit  and  serum  sodium  values  have  been  observed  following  infusic 
of  MONISTAT  i.v.  Thrombocytopenia  has  also  been  reported.  No  serious  renl 
or  hepatic  toxicity  has  been  reported.  If  pruritus  and  skin  rashes  are  sever^ 
discontinuation  of  treatment  may  be  necessary.  Nausea  and  vomiting  can  I 
mitigated  with  antihistaminic  or  antiemetic  drugs  given  prior  t| 
MONISTAT  i.v.  infusion,  or  by  reducing  the  dose,  slowing  the  rate  of  infusio| 
or  avoiding  administration  at  mealtime. 

Aggregation  of  erythrocytes  or  rouleau  formation  on  blood  smears  has  bee 
report^.  Hyperlipemia  has  occurred  in  patients  and  is  reported  to  be  due  i 
the  vehicle.  Cremophor  EL  (PEG  40  castor  oil). 

DRUG  INTERACTIONS:  Drugs  containing  cremophor-type  vehicles  ai 
known  to  cause  electrophoretic  abnormalities  of  the  lipoprotein.  These  effeci 
are  reversible  upon  discontinuation  of  treatment  but  are  usually  not  an  indict 
tion  that  treatment  should  be  discontinued. 

Interaction  with  the  coumarin  drugs  resulting  in  an  enhancement  of  the  anti 
coagulant  effect  has  also  been  reported.  In  cases  of  simultaneous  treatmel 
with  MONISTAT  i.v.  and  coumarin  drugs,  the  anticoagulant  effect  shoul| 
be  carefully  titrated  since  reductions  of  the  anticoagulant  doses  may 
indicated. 

DOSAGE  AND  ADMINISTRATION 
DOSAGE 

Adults.  The  doses  may  vary  with  the  diagnosis  and  with  the  infective  agen 
from  200  to  1200  mg  per  infusion.  The  following  daily  doses,  which  may  ' 
divided  over  3 infusions,  are  recommended: 

Duration  of  Sy 

Therapy  (weeks) 

3to>20 
3to>12 
1 to>20 
2to>16 


Organism 

Coccidioidomycosis: 

Cryptococcosis: 

Candidiasis: 

Paracoccidioidomycosis: 


Dosage  Range* 

1 800  to  3600-mg  per  day 
1 200  to  2400  mg  per  day 
600  to  1 800  mg  per  day 
200  to  1200  mg  per  day 


* May  be  divided  over  3 infusions. 

Repeated  courses  may  be  necessitated  by  relapse  or  reinfection. 

Children:  A total  daily  dose  of  about  20  to  40  mg/kg  is  generally  adequate 
However,  a dose  of  15  mg/kg  body  weight  per  infusion  should  not  be  exceeded 
ADMINISTRATION:  MONISTAT  i.v.  should  be  diluted  in  at  least  200  ml  of  fluic 
The  diluent  of  choice  is  0.9%  sodium  chloride  or  alternatively  Dextrose  58 
injectable  solution.  The  intravenous  infusion  should  be  given  over  a period  i 
30  to  60  minutes. 

Generally,  treatment  should  be  continued  until  all  clinical  and  laboratory  testi 
no  longer  indicate  that  active  fungal  infection  is  present.  Inadequate  period^ 
of  treatment  may  yield  poor  response  and  lead  to  early  recurrence  of  clinica 
symptoms.  The  dosing  intervals  and  sites  and  the  duration  of  treatment  van 
from  patient  to  patient  and  depend  on  the  causative  organism. 

OTHER  MODES  OF  ADMINISTRATION:  Intrathecal.  Administration  of  the 
undiluted  injectable  solution  of  MONISTAT  i.v.  by  the  various  intratheca 
routes  (20  mg  per  dose)  is  indicated  as  an  adjunct  to  intravenous  treatment  ir| 
fungal  meningitis.  Succeeding  intrathecal  injections  may  be  alternated  be! 
tween  lumbar,  cervical,  and  cisternal  punctures  every  3 to  7 days.  Bladdel 
instillation  of  200  mg  of  diluted  solution  is  indicated  in  the  treatment  o| 
mycoses  of  the  urinary  bladder. 

HOW  SUPPLIED:  MONISTAT  i.v.  is  supplied  in  20  ml  ampoules. 

MONISTAT  i.v.  (miconazole)  is  an  original  product  of  Janssen  Pharmaceutica 
N.V.,  Belgium,  and  co-developed  by  Ortho  Pharmaceutical  Corporation. 


Ortho  Pharmaceutical  Corporation 
ViV  Raritan,  New  Jersey  08869 


come  to  you  fior  help. 


ofAkx^Kdism. 


Even  today,  many  patients  don’t  know 
that  alcoholism  is  a disease,  not  a 
disgrace.  Denial  is  a dangerous 
symptom  that  can  prevent  effective 
medical  treatment.  Accurate  informa- 
tion about  alcoholism,  and  reas- 
surance about  the  prognosis  for 
recovery  is  needed  to  motivate  pa- 
tients to  seek  help.  You  are  their  best 
source  for  that  information. 

Effective  medical  treatment 
achieves  excellent  recovery  rates. 

Over  the  past  40  years,  Schick’s 
Shadel  Hospital  has  used  medically 
based  treatment  to  help  tens  of  thou- 


sands recover  from  alcoholism.  The 
hospital’s  current  recovery  rates 
range  up  to  85%  for  patients  who 
complete  the  multi-disciplinary  pro- 
gram based  on  years  of  effective 
treatment?  Schick’s  Shadel  treatment 
involves  a shorter  hospitalization  than 
many  less  experienced  facilities  offer, 
and  is  covered  by  major  health  insur- 
ance plans.  ° 

The  first  step  toward  treatment 
is  information. 

Schick’s gShadel  Hospital’s  Al- 
coholism Information  Center  is 

available  to  you,  free  of  charge,  for 


your  reception  area.  It  contains  leaf- 
lets written  in  laymen’s  terms  de- 
scribing the  disease  itself,  its  effects 
on  the  alcoholic’s  family,  medical 
treatment  methods,  and  facts  about 
recovery.  Also  included  is  an  inform- 
ative brochure  containing  a 
physician’s  discussion  of  techniques 
to  reach  the  patient  in  need. 

Write  or  calf  today. 

Many  of  your  patients  need  the  facts 
about  alcoholism,  for  themselves  or 
someone  they  love.  The  Alcohol  In- 
formation Center  can  help  them  to 
come  to  you  for  help. 


Based  on  patient  abstinence  one  year  after  treatment.  Survey  Source:  Facts  Consolidated. 
Los  Angeles.  GA.  1978. 

To  order  the  Alcoholism  Information 
Center  for  your  office  call . . . 

(206)244-8100 

Schick’s  Shadel  Hospital 

DedicatecI  to  the  medical  treatment  of  alcoholism  for  over  forty  years. 

24-hOur-phone  — 206/244-8100,  P.O.  Box  46018, 

12101  Ambaum  Blvd,  S.W.,  Seattle,  WA  98146 

• Accepted  by  Major  Insurance  Plans 
• Member,  American  Hospital  Association 
'•  Accredited  by  Joint  Commission  on  Accreditation  of  Hospitals 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited.  Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quali^  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a feu' 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  ti  ? 


;(;i 


li 


reference  product,  "ls 
know,  there  is  subsju^t 
literature  on  this  sitjijtci 
affecting  many  dru^i 
eluding  such  antibi^td 
as  tetracycline  and  91.1 
thromycin.  The  reczjri)] 
drug  recalls  and  cor# 
actions  affirms  strq|[^l: 
that  there  are  diffei^ 
among  pharmaceuiic- 
companies  and  thef^^ 
products.  Research 
intensive  companic|:)^P 
have  far  better  recc)^ 
than  those  that  do  ri  f 
search  and  may  pr^h 
minimum  qualiy^  a(Bt! 
ance. 


MYTH:  Industry  favoi 
only  “expensive”  brari 
names  and  denigrate.^ 
generics. 


FACT:  PMA  compa 
make  90  to  95  perc 
the  drug  supply,  ini 
ing,  therefore,  mos 
generics.  Drug  no: 
clature  is  not  the  i 
tant  point;  it’s  the  c 
tence  of  the  manufa 
turer  and  the  integr  ^ 
the  product  that  cot 


\tatters. 


■^H:  Generic  options  al- 
, always  exist. 

•T:  About  55  percent 
description  drug  ex- 
jlliture  is  for  single- 
ice  drugs.  This 
I ns,  of  course,  that  for 
1145  percent  of  such 
inditure,  is  a generic 
Icribing  option  avail- 
I 

1 

H:  Generic 

'^Tiptions  are  filled  with 
^jensive generics,  thus 
^ig consumers  large 
i>  of  money. 

fT:  Market  data  shou^ 
you  invariably 
cribe— and  pharma- 
i dispense— -both 
id  and  generically 
led  products  from 
mi  and  trusted 
•ces,  in  the  best  inter- 
i>f  patients.  In  most 
IS  the  patient  receives 
loven  brand  product, 
ngs  from  voluntai^" 
mandated  generic 
icribing  are  grossly 
^gerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
u as  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  hou'  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  olffice 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
wdll  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  w^holesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  mvths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always , your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics— from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


DMk 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


Meeting  this  are^^ 
needs  for  btiilding 
materials  was  a 
big  idea.  For  over 
50  3^ars,  Colorado  National  Bank 
has  been  helping  make  it  happen. 


"Colorado  National  has  been  helping  us  grow  since  1926. 
With  each  expansion  step  we’ve  taken,  they’ve  been  right 
there  to  provide  us  the  wvrking  capital  we  needed  for  inven^ 
tory  and  operating  expenses.’’ 

Clark  R.  Gittings,  President, 

Gittings  Lumber  Co. 


Gittings  has  grown  from  a small  wholesaling  operation  into  the  biggest 

independent  wholesale  lumber  distributor  in  Colorado  — also  serving  \ 

Wyoming,  western  Nebraska  and  Kansas.  Providing  a unique  "fill-in” 
service  for  their  lumberyard  customers  has  helped  them  grow  with  the 
region  against  large-corporation  competition. 


"It’s  a pleasure  to  service  an  established  client  like  Gittings. 
Helping  them  take  advantage  of  changing  market  condi- 
tions  and  growth  opportunities  is  just  as  rewarding  as 
helping  with  all  the  groundwork  and  startmp  financing  to 
get  a brand-new  company  off  the  ground.” 

Rod  Shattuck,  Commercial  Lending  Department, 
Colorado  National  Bank. 


If  you  have  an  idea  for  your  business  that  requires  financial  assistance 
in  any  area,  from  overseas  expansion  to  improved  employee  benefit 
plans,  bring  it  to  us.  You’ll  find  that  our  Commercial  Lending  Depart- 
ment can  draw  from  all  the  resources  in  our  bank  to 
help  make  your  idea  a reality. 

Give  us  a call  at  (303)  893-1862  or  write:  Colorado 
National  Bank,  P.  O.  Box  5168,  Denver,  CO  80217. 


Member  FDIC 


make  big  ideas  happen. 


e stand  on  the  shoulders  of  giants.  Each  of 
us  in  medicine  is  the  beneficiary  of  those  men- 
tors who  historically  and  directly  have  syn- 
thesized our  knowledge  and  clinical  insight. 
This  issue  pays  tribute  to  Dr.  Waring  as  a semi- 
nal physician,  teacher, 
James  J.  and  challenging  clini- 

Waring,  MD  cian  of  our  time.  He 

(1883-1962)  epitomized  Hippocr 

rates’s  counsel  to  physi- 
cians to  instruct  the  young  — even  before  CME 
provided  captive  learners. 

Evidence  of  his  creativity  and  diversity 
abounds  — from  the  Webb-Waring  Institute  at 
UCMC  for  pulmonary  studies  to  his  acquisition 
of  the  Evans  Collection  of  rare  medical  books 
which  he  augmented  and  gave  to  the  Denver 
Medical  Library.  His  personal  stature  can  be 
sensed  from  Dr.  Thomas  Petty’s  anecdotal  In- 
troductory Notes  here. 

Many  of  us  are  privileged  in  our  personal 
heritage  from  his  gently  challenging,  astutely 
perceptive  pedagogy  and  scientific  artistry.  We 
are  richer  for  that  fate  which  brought  him,  des- 
perately ill,  to  Colorado  — - whence  radiated  in- 
ternationally his  contributions  to  medicine  and 
its  practitioners. 


o 


'ur  subscribers  and  their  editors  have  reason 
to  be  grateful  to  The  Children’s  Hospital  (of 
Denver),  its  staff  and  supporters  for  their 
generosity  in  subsidizing  this  issue’s  Helen  S. 
Fisher  Supplement,  on  pediatric  oncology.  In- 
Bonus:  tegration  of  the^se  pa- 

Chilfirpn\  ^ volume 

„ ^ j offers  Rocky  Mountain 

^ area  physicians  a valu- 

Supplement  able  compendium'  of 

clinical  experience  vastly  more  instructive  than 


if  our  (fiscally  dictated)  space  limitations  had 
required  piecemeal  presentation  over  several 
issues. 

Parenthetically,  your  editors  regret  that  the 
same  space  constraints  imposed  by  inflated 
costs  prevent  departmentally  published  clinical 
contributions  offered  by  other  area  facilities 
(CPC’s,  learned  proceedings,  seminar  papers). 
Still,  within  our  modest  capacity,  we  hope  to 
publish  such  clinical  briefs  intermittently  in 
keeping  with  the  philosophic  mission  of  this 
Journal  in  serving  its  subscribing  members  in 
their  clinical  practices. 


R»ight  on  target  was  AMA  President  Nesbitt’s 
incisive  observation  to  Colorado’s  House  of  De- 
legates in  March:  that  Federal  regulations  in 
the  name  of  cost-containment  and  anti-inflation 
inevitably  impose  rationing  of  medical  care. 

Arbitrary  "lids”  on  hos- 
pital reimbursement, 
mandatory  fee  sched- 
ules, and  lengthening 
lists  of  prohibited 
(coverage  denied)  procedures  can  work  only  if 
quality  care  and  clinical  freedom  pay  the  price 
and  become  the  villains  as  scapegoats. 

But  now  at  press  time  comes  the  whammy: 
gasoline  futures  of  $2/gal.  or  stand-by  rationing 
of  2 gal  ./day  will  require  of  physicians  as  good 
citizens  the  abandonment  of  profligate  house 
calls,  evening  rounds,  and  other  than  "gang- 
rounds”  at  nursing  homes  within  walking  dis- 
tance if  we’re  to  prove  our  patriotism.  But  will 
Washington  forthrightly  share  responsibility 
for  the  doctor’s  greater  inaccessibility? 


By  Whatever 
Name:  Rationing 
of  Care 
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conference  on  Health  Effects  of  Urban  Air 
Pollution  will  be  presented  in  Denver  Sep- 
tember 27  and  28  at  Writer’s  Manor  under  the 
sponsorship  of  the  Colorado  Medical  Society  and 
multiple  other  local  and  national  health  agen- 
cies. 

Dissolving  the  Participants  will  be 

Brown  Cloud  welcomed  by  Governor 

Richard  Lamm,  with  a 
keynote  speech  by  Dr. 
James  Lodge,  who  served  six  years  as  chairman 
of  the  Colorado  Air  Pollution  Control  Commis- 
sion, and  who  will  give  a keynote  presentation 
on  "A  History  of  Air  Pollution  and  Health  Ef- 
fects.” 

During  the  conference  specific  pollutants  and 
their  known  health  effects  will  be  discussed,  as 
will  the  health  effects  of  air  pollution  on  each  of 
the  major  body  systems. 

Guest  speakers  at  the  conference,  in  addition 
to  Dr.  Lodge,  will  include  Drs.  Theodore  Doege, 
Michael  Shasby,  David  Cugell,  Stephen  Ayres, 
and  Richard  Simon. 

The  ^l>ject  of  air  pollution  is  currently  one  of 
the  most  important  issues  in  both  the  medical 
and  political  arena,  and  this  conference  should 
be  included  in  the  calendars  of  our  readers. 

As  this  issue  of  the  Journal  primarily  con- 
cerns itself  with  the  systems  with  which  indi- 
viduals breathe,  so  it  is  right  that  ways  of  less- 
ening and  dissolving  the  urban  pollution  that 
affects  us  all  be  considered. 


Editorial  Backlash  Department 

We  welcome  AMA’s  invited  response  to  our 
January /February  Editorial  on  dues  allocation 
(other  echelons  have  remained  mute): 

Response  to  Query:  Does  AMA  use  dues  dol- 
lars to  support  other  organizations  which  might 
also  solicit  funds  from  individual  members? 

The  AMA  has  frequently  granted  funds  to 
organizations  within  organized  medicine  and 
also  to  groups  outside  the  health  care  industry. 
This  is  seldom  on  a continuing  basis,  although 
the  AMA  has  supported  the  expertise  of  a vari- 
ety of  organizations  for  a period  of  time,  to  ac- 
complish a specific  proposal  and  avoid  the  tem- 
porary augmentation  of  the  AMA  staff.  It  has 
provided  assistance  to  a number  of  worthwhile 
organizations  to  help  them  during  their 
start-up  periods.  The  Board  of  Trustees  has  also 
provided  grants  supporting  special  programs  to 
benefit  the  public  health,  on  an  ad  hoc  basis. 

It  is  of  course  possible  that  an  organization  to 
which  the  AMA  has  provided  a grant  for  a spe- 
cial project,  such  as  the  PTA  project  to  study  TV 
violence,  will  also  solicit  individuals.  But  this 
would  occur  very  seldom. 

James  H.  Sammons,  MD 
Executive  Vice  President 
American  Medical  Association 
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James  J.  Waring,  MD  (1883-1962) 


Introductory  Notes  on  his  contributions  to  the  development 

of  medicine  and  pulmonary  science 


Thomas  L.  Petty,  MD,  Denver,  Colorado* 


The  basic  idea  for  this  special  issue  honoring 
the  late  James  J.  Waring  and  citing  his  many 
contributions  to  the  development  of  medicine, 
and  pulmonary  science  not  only  in  Colorado  but 
in  the  world  has  several  origins.  It  was  my 
privilege  to  present  a review  of  the  life  of  Dr. 
Waring  at  the  25th  annual  meeting  of  the 
James  J.  Waring  Chest  Conference  of  the  Col- 
orado Trudeau  (Thoracic)  Society,  held  annu- 
ally in  Estes  Park,  in  September,  1977. 

Preparation  for  this  Silver  Anniversary  and 
earlier  discussions  with  Dr.  Waring’s  widow, 
"Aunt  Ruth”,  with  whom  I have  had  the  plea- 
sure of  visiting  on  numerous  occasions,  were 
major  stimuli  for  this  review  - plus  the  addi- 
tional momentum  of  the  many  inquiries  I have 
yearly  about  Dr.  Waring  and  the  role  he  played 
in  their  field  of  advanced  study  from  new 
trainees  in  pulmonary  medicine. 

These  are  the  "pulmonary  fellows”,  men  and 
women,  who  come  from  all  over  the  United 
States  and  from  overseas  to  embark  upon 
careers  in  pulmonary  medicine,  complete  their 
training  and  eventually  make  their  own  con- 
tributions. They  have  become  the  major  driving 
force  in  the  development  of  pulmonary  medicine 
now  and  in  the  future.  I wanted  them  to  know 
about  one  of  the  most  important  pioneers  of 
their  chosen  work.  Thus  numerous  ideas  and 
reasons  for  this  special  issue  have  rattled 
around  in  my  head  for  some  time.  Since  I have 
always  wanted  to  record  from  my  vantage  point 
observations,  feelings,  and  gratitude  concern- 
ing Dr.  Waring,  I asked  for  and  received  permis- 

*  From  the  Division  of  Pulmonary  Sciences,  Department  of  Medicine  and  the  Webb-Waring 
Lung  Institute,  University  of  Colorado  Medical  Center,  Denver.  Colorado  80262.  Sup- 
ported by  NHLBl  Training  Grant  #07055. 


sion  to  proceed  with  this  project.  Following  the 
26th  James  J.  Waring  Chest  Conference  in  1978 
I took  up  the  central  theme  of  this  special  issue 
which  is  to  review  briefly  the  life  of  Dr.  Waring 
and  to  show  that  his  contributions  are  felt  today 
more  than  ever  before  by  those  who  remember 
and  love  him.  We  who  still  benefit  from  his  life, 
humanity,  wisdom,  wit,  and  trailblazirig  spirit 
wish  to  recognize  his  importance. 

I first  met  Dr.  Waring  when  I was  a second 
year  medical  student  at  the  University  of  Col- 
orado. The  rigors  of  intense  classroom  study 
were  delightfully  relieved  by  lectures,  more 
properly  called  discussions,  on  the  history  of 
medicine  whose  masterful  display  of  advice  and 
admonitions  concerning  the  physical  examina- 
tion of  the  patient  was  something  Dr.  Waring 
probably  taught  better  than  anyone  else.^ 

Later  I had  the  privilege  of  serving  as  presi- 
dent of  the  Waring  Society,  a student  group 
particularly  interested  in  matters  outside  and 
beyond  didactic  classroom  requirements.  It  was 
through  this  opportunity  that  I began  to  know 
Dr.  Waring  as  a person,  and  learned  first  hand 
of  his  immense  charm,  magnificent  sense  of 
humor,  and  deep  interest  in  students  of  all  ages. 
Knowing  of  his  sporting  interests  and  love  of 
outdoors,  I could  always  interest  him  in  talking 
about  trout  fishing.  He  loved  the  West  and 
being  outdoors  in  the  fresh  air  for  fishing.  He 
would  exchange  his  ever-present  bow  tie,  al- 
ways seen  in  the  classroom  and  clinics,  for  a bolo 
tie.  He  later  changed  to  a fishing  vest,  baggy 
pants,  and  a fantastic  colorful  hat  with  a head- 
band  made  by  Mrs.  Waring.  "The  angler  prac- 
tices his  art  in  an  ideal  setting  of  pure  air,  lovely 
scenery  and  silence.  At  best  only  nature’s  voice 
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Fig.  1.  Dr.  Waring  in  casual  garb  for  a fishing  trip. 


speaks  in  his  ear.”  (A  quotation  from  his  presi- 
dential address  to  the  Clinical  and  Climatologi- 
cal Association  annual  meeting,  Skytop,  Pa., 
Oct.  1941^).  He  told  me  once  that  fish  would 
always  bite  if  a fly  were  properly  place,  and 
that  one  need  never  deviate  from  the  fine  art  of 
fly  fishing  in  order  to  bring  home  food.  He  need 
only  work  the  stream  a bit  more  carefully  in 
order  to  succeed.  The  challenge  made  the  differ- 
ence. Mrs.  Waring  also  became  an  ardent  fisher 
and  often  was  the  first  on  a day’s  outing  to  fill 
the  creel.  On  many  occasions  I have  enjoyed 
recollections  of  her  life  with  Dr.  Waring  and  the 
girls,  and  I prize  many  of  Dr.  Waring’s  prize  flies 
in  my  own  fishing  tackle  box,  momentos  of  these 
fine  visits. 

On  another  occasion  when  he  had  kindly  of- 
fered his  home  for  the  last  meeting  of  the  War- 
ing Society  during  my  tenure,  I asked  him 
whether  it  would  be  appropriate  to  bring  a sup- 
ply of  a certain  fermented  malt  beverage.  St- 
ernly, he  warned  that  such  libation  was  not  to 
be  allowed  in  the  Waring  home,  and  indeed 
there  would  be  no  such  frivolity  in  any  meeting 
of  that  Society  which  bore  his  name.  Then  when 
my  colleagues  and  I arrived  with  senior  medical 
students’  typical  thirsts,  there  before  us  was  a 
magnificent  spread,  fantastic  snacks,  and  the 
beverage  of  choice. 

After  the  presentation  of  scientific  papers  we 
retired  to  his  library  for  reminiscences  and  re- 


laxation, and  it  was  then  that  I recognized  from 
the  subtle  twinkle  in  his  eye  that  he  had  been 
playing  me  like  a fish  that  was  about  to  be 
released. 

During  my  senior  residency  training  and  in 
my  fellowship  year,  immediately  before  his 
death  in  1962, 1 further  shared  his  warmth  and 
the  play  of  his  bright  personality. 

J.  Arthur  Myers,  leader  in  tuberculosis 
medicine  in  the  Midwest,  has  recorded  many 
factual  aspects  of  Dr.  Waring’s  life  in  the  special 
commemorative  issue  of  Journal  Lancet  de- 
voted to  Dr.  Waring  in  1964.  Another  brief  re- 
sume by  Dr.  J.  Burns  Amberson  of  New  York, 
another  giant  in  developing  pulmonary 
medicine,  was  informative.  The  highlight  of  one 
year’s  annual  American  Thoracic  Society  meet- 
ing was  the  presentation  of  the  first  Amberson 
Lecture  by  Dr.  Waring. 

Another  member  of  the  Waring  Society, 
Paul  Anderson,  currently  of  Colorado  Springs, 
also  delivered  a brief  Waring  biography  to  the 
Waring  Society  on  his  graduation  in  1963.  This 
is  on  file  in  the  Denison  Memorial  Library  in  the 
Waring  Room  among  many  of  his  treasures  - 
including  copies  of  rare  medical  books  which  he 
loved  to  read  and  collect. 

Dr.  Waring  was  born  into  an  intensely  de- 
voted medical  family  on  August  11,  1883,  at 
Savannah,  Georgia.  His  great-grandfather  had 
been  Dean  of  the  George  Washington  Medical 
School.  Both  he  and  the  grand-father  interned 
at  Philadelphia  General  Hospital,  known  famil- 
iarly as  "Old  Blockley,”  a connection  which  I 
also  shared  many  year  later. 

In  1904  he  was  graduated  from  the  Shefleld 
Scientific  School  at  Yale.  Shortly  thereafter  he 
entered  Johns  Hopkins  School  of  Medicine,  and 
became  a protege  of  Sir  William  Osier.  In  1907 
he  suddenly  fell  ill  with  tuberculosis  and  en- 
tered the  Adirondack  Cottage  Sanatarium  for 
Tuberculosis,  started  by  Edwar  L.  Trudeau, 
founder  of  the  American  Samatorium  system. 
Later  this  first  American  tuberculosis 
sanatorium  was  named  after  Dr.  Trudeau,  and 
became  the  citadel  of  early  tuberculosis  care, 
research,  and  training. 

In  this  haven  for  the  ill,  he  suffered  anxieties, 
miseries,  and  self-pity  describing  himself  as 
"one  of  the  damndest  psychoneurotics  ever.” 
Waring  developed  a close  personal  relationship 
with  Dr.  Trudeau  and  often  quoted  a personal 
note  from  him  sent  at  Christmas,  which  showed 
Trudeau’s  recognition  of  Waring’s  depression 
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Fig.  1 . Guests  and  organizers  at  the  1956  James  J.  Waring  Conference  are  from  left  to  right,  John  R.  Durrance,  MD,  Denver,  Waring 
Conference  organizer,  and  formerChief  of  Pulmonary  Medicine  at  the  Veterans  Administration  Hospital,  Denver;  Sir  Kenneth  Robsen,  MD, 
pulmonary  consultant,  Brompton  Hospital,  London;  the  late  James  J.  Waring,  MD,  then  73.  A.F.  Foster-Carter,  MD,  pulmonary 
consultant,  Brompton  Hospital,  London,  J.  Burns  Amberson,  MD,  Professor  Emeritus,  Columbia  University,  and  the  late  Dumont  Clark  Sr., 
MD,  Denver  private  practitioner  and  a volunteer  member  of  the  faculty  of  the  University  of  Colorado  School  of  Medicine. 


and  suffering.  During  his  early  struggle  with 
TB,  and  with  the  assistance  of  Dr.  Trudeau’s 
kindness,  Waring  began  to  learn  the  fundamen- 
tal aspects  of  humanism  in  medicine  which 
permeated  his  later  professional  and  personal 
life.  He  later  came  to  admit  that  having  tuber- 
culosis was  a great  maturing  experience  for 
him.^  He  did  feel  cold  winters  to  be  inapprop- 
riate for  one  of  southern  birth,  and  he  soon 
moved  west  to  Colorado  Springs,  arriving,  on  a 
stretcher  at  the  Antlers  Hotel  after  he  agreed  to 
use  a freight  elevator  for  entrance  and  exit.  He 
struggled  and  recovered,  and  re-assumed  his 
studies  at  the  University  of  Colorado  Medical 
Center,  graduating  in  1913,  and  interning  at  St. 
Luke’s  Hospital.  Following  this,  he  completed 
his  residency  in  internal  medicine  at  the  Phipps 
Sanatarium  and  became  Instructor  in  Medicine 
at  the  University  of  Colorado  in  1914.  He  main- 
tained his  rank  as  a clinical  teacher,  and  par- 
ticipated in  private  practice  with  such  promi- 
nent Denver  physicians  as  Dr.  Sherman  Bondie, 
Dr.  Leonard  Van  Stone,  and  Dr.  Robert  S. 
Liggett. 

In  1921  Dr.  Waring  was  married  to  Ruth  Por- 
ter of  Denver  who  became  his  devoted  partner  in 
life  and  fishing,  and  whose  counsel  and  com- 


panionship so  enriched  his  life.  The  Warings 
had  two  daughters,  Ruth,  Mrs.  Robert  Hel- 
penny  of  California,  and  Anne,  Mrs.  Claude 
Maer  of  Denver.  Anne  is  now  an  active  member 
of  the  Board  of  Directors  of  the  Webb-Waring 
Lung  Institute. 

In  the  West  he  came  under  the  important 
influence  of  doctors  Gerald  Bertram  Webb  and 
Henry  Sewall,  two  masters  of  international  sta- 
ture in  the  field  of  tuberculosis  treatment  and 
research,  and  in  the  development  of  public 
health  in  Colorado. 

Dr.  Waring  became  an  Assistant  Professor  at 
the  University  of  Colorado  in  1926,  its  first  full 
time  faculty  member,  and  Chairman  of  the  De- 
partment of  Medicine  in  1933  - a post  he  held 
until  1948.  At  that  time  he  began  to  devote  more 
of  his  activities  to  the  development  of  a research 
unit  initiated  in  1921  in  Colorado  Springs:  the 
Colorado  Foundation  for  Research  in  Tuber- 
culosis, which  he  moved  to  the  CU  Medical 
School  campus  in  Denver  in  1953. 

Endless  hours  were  devoted  to  the  nurture  of 
this  unit  which  he  renamed  the  Webb  Institute 
for  Medical  Research  after  his  friend  and  col- 
league, Gerald  Webb,  a pioneer  in  tuberculosis 
immunology.  He  served  as  President  of  its 
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Fig.  3.  Dr.  Waring  and  the  devoted  partner,  Mrs.  Waring. 


Board  until  his  death  in  1962. t Two  days  before 
his  death  he  expressed  his  hope  that  Dr.  Robert 
Stearns,  former  President  of  the  University  of 
Colorado,  would  assume  the  Institute’s  presi- 
dency - which  Dr.  Stearns  was  to  do  very 
shortly. 

Dr.  Waring’s  fundamental  interest  was  in  pa- 
tients and  their  welfare.  He  truly  cared  for  "the 
non-dissected,  intact  human  being.’’.  He  never 
took  care  of  chest  problems.  His  greatest  inter- 
est was  the  patient  with  diseases  of  the  chest. 
Patients  always  ranked  first,  even  in  his  medi- 
cal writings.® 

He  was  immensely  interested  in  public  health 
and  the  preventative  aspects  of  tuberculosis, 
with  particular  emphasis  on  problems  in  chil- 
dren. He  well  recognized  and  taught  the  con- 
tagious nature  of  tuberculosis,  saying,  "It’s  as 
simple  as  guinea  pigs  and  dandelions.’’  He  was  a 
major  force  in  the  development  of  the  pulmo- 
nary program  at  Fitzsimons  Army  Medical 
Hospital,  making  weekly  rounds  during  the  war 
and  afterwards  as  this  facility  developed  to  be  a 
major  care  center  for  tuberculosis.'^  He  always 
regretted  the  fact  that  his  health  prevented  offi- 
cial service  to  his  country  in  uniform  during 
wartime.  This  however  proved  to  be  a blessing 
for  pulmonary  medicine  because  it  allowed  Dr. 


Waring  to  remain  in  Colorado  during  World 
War  II,  a crucial  time  in  the  renaissance  of 
tuberculosis  care.  Dr.  Waring  was  thus  availa- 
ble to  play  a major  role  in  the  development  of 
Fitzsimons  Army  Hospital  as  a major  tuber- 
culosis and  chest  facility. 

It  is  astonishing  that  in  1947,  the  year  strep- 
tomycin was  first  used  widely,  1932  individuals 
were  treated  on  the  TB  service,  and  of  these,  403 
were  made  available  for  carefully  controlled, 
original  chemotherapy  research.  Furthermore, 
during  1947-1956,  the  first  10  years  of  such 
studies,  14,380  patients  were  processed  in  the 
TB  service  and  most  of  these  received 
chemotherapy.  Dr.  Waring’s  help  with  this  un- 
usual case  load  was  immeasurable.  He 
pioneered  the  use  of  tuberculosis 
chemotherapy,  resectional  surgery  with  newly 
available  chemotherapy,  and  ultimately 
chemotherapy  alone  in  order  to  cure  disease."^ 
He  recognized  that  residual  cavities  could  be 
rendered  non-infectious,  and  called  them  "last 
year’s  birds  nests.”  Whenever  he  viewed  them 
for  students  on  chest  x-rays  he  insisted  that 
they  need  not  be  removed,  no  more  than  re- 
sidual scars,  whose  removal  he  candidly  called 
"pimplectomies.” 

One  of  the  first  to  express  his  concern  over 
government  involvement  in  medicine,  he  once 
remarked  "I  cannot  summarize  here  all  my 
reasons  for  being  opposed  to  compulsatory 
health  insurance.  I think  it  would  be  a calamit- 
ous waste  of  time  and  strength  of  the  doctor,  a 
deterioration  of  medical  care  and  a ruinous 
drain  upon  our  tax-paying  power  already 
strained  to  the  limit.”® 

In  1952,  he  asked  Dr.  Jack  Durrance,  his 
former  Chief  Resident  and  long  time  friend,  to 
organize  a series  of  conferences  in  Estes  Park, 
Colorado,  which  have  continued  for  the  past  26 
years.  At  this  conference  each  year  we  espe- 
cially remember  Dr.  Waring  and  realize  the 
tremendous  progress  made  in  medicine  in  gen- 
eral, pulmonary  disease  in  particular,  and 
tuberculosis  specifically.  Dr.  Waring  and  Jack 
organized  the  conference  along  the  lines  of  a 
consecutive  case  conference,  originated  in  Pem- 
biiie,  Wisconsin.  These  conferences,  many  of 
which  were  founded  across  the  nation,  were,  in 
fact,  the  first  PSRO’s  in  the  United  States!  Their 
impetus  was  to  produce  comparisons  of  various 
forms  of  therapy  for  tuberculosis,  including  bed 
rest,  diet,  climate,  collapse  therapy,  surgery. 


The  Insliiuie  was  renamed  the  Lunji  Inuituie  after  Dr  Warinf^'s  death 
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and  finally  chemotherapy.  Naturally  these  var- 
ious therapies  were  used  in  different  combina- 
tions; opponents  and  proponents  of  each  ap- 
proach - convinced  as  they  were  by  their  own 
anecdotal  experience  - were  "put  on  the  pan”  by 
being  forced  to  bring  consecutive  cases  for  dis- 
cussion regarding  outcome.  This  honest  bearing 
of  the  soul  before  colleagues,  critics,  and  peers  is 
exactly  what  we  are  trying  to  do  today  as  we 
more  carefully  audit  what  we  are  doing  in  the 
practice  of  medicine.  Dr.  Waring,  recognizing 
the  immense  disciplinary  and  teaching  value  of 
this  exercise,  organized  a similar  conference  in 
Estes  Park  and  attracted  the  veiy  best  experts 
from  around  the  nation  and,  indeed,  the  world 
as  consultants.  Figure  1 presents  a group  of 
distinguished  consultants  gathered  for  the  con- 
ference. I had  the  opportunity  to  attend  my  first 
of  these  conferences  in  1960  and  since  then  have 
not  missed  one.  Fellows  in  training  and  pulmo- 
nary physicians  from  throughout  the  region  are 
invited  each  year.  What  they  learn  and  contri- 
bute is  of  immense  value  as  evidence  in  the 
clinical  vignettes  presented  here, 
tes  presented  here. 

Dr.  Waring  received  numerous  honors.  He 
was  elected  president  of  the  National  Tuber- 
culosis Association  and  the  American  Clinical 
and  Climatological  Association.  He  was  a 
member  of  the  Association  of  American  Physi- 
cians and  later  wms  chairman  of  the  American 
Board  of  Internal  Medicine;  he  had  pioneered 
the  development  of  certification  in  internal 
medicine.  He  became  associate  editor  of  the  An- 
nals of  Internal  Medicine,  and  was  always  an 
active  member  of  both  the  American  College  of 
Physicians,  The  American  Thoracic  Society, 
and  became  an  honorary  member  of  the  British 
Thoracic  Society.  He  was  also  extremely  active 
in  Denver  civic  and  social  organizations. 

In  1945  he  received  the  Gold  Headed  Cane 
Award,  which  had  been  reinstated  by  Dr.  Kerr 
at  the  University  of  California.  A personal  note 
to  Dr.  Waring  accompanied  the  award: 


If  this  Gold-Headed  Cane  could  speak  it  would  say  lam  the 
reincarnationof  the  old  gold-headed  cane.* My  golden  head 
has  been  fashioned  from  the  treasure  of  the  hills  of  California 
and  my  ancient  yew  growing  beside  a mountain  stream. 

I have  watched  your  career  through  many  decades  and 
marked  your  contributions  to  the  science  and  art  of  medicine . 
1 have  noted  with  satisfaction  your  spirit  of  cooperation  with 
your  colleagues  and  your  inspiration  to  students . I have  been 
aware  of  your  devotion  as  a physician  to  the  welfare  of  your 
patients. 


Fig.  4.  Dr.  J.  Bums  Amberson,  Professor  Emeritus,  Columbia 
University,  with  Dr.  Waring. 


1 have  read  the  record  of  the  many  well-deserved  honors 
which  have  been  bestowed  upon  you. 

I am  now  entrusted  in  your  keeping  in  the  hope  that  if 
someday  you  find  another  who  exemplifies  to  a high  degree 
the  qualities  of  the  true  physician  you  will  pass  me  on  so  that  I 
may  be  a continuing  symbol  of  all  that  is  good  in  American 
medicine. 

In  1949  he  started  the  Student  Gold  Headed 
Cane  Award  at  the  University  of  Colorado  Med- 
ical Center,  offering  this  cane  to  the  student 
believed  to  possess  those  precepts  enunciated 
above. 

In  1959  he  was  honored  with  the  Alfred 
Stargel  Memorial  Award  at  the  American  Col- 
lege of  Physicians,  "in  recognition  of  his  many 
years  of  loyal  and  devoted  service  to  the  College, 
his  outstanding  influence  on  medical  education 
and  his  contributions  to  the  practice  of  internal 
medicine  and  clinical  research.”  He  later  won 
the  Norlin  Recognition  Medal  from  the  As- 
sociated Alumni  at  the  University  of  Colorado 
for  "distinguished  achievement”  and  was 
awarded  Doctor  of  Sciences  Honoris  Causa  of 
the  University  of  Colorado  in  1958.  He  particu- 
larly prized  these  awards,  as  well  as  the  50  Year 
Alumnus  Medal  of  the  Johns  Hopkins  Medical 
School  and  the  Sabin  Award  of  the  Colorado 
Public  Health  Association  for  his  fundamental 
contributions  to  public  health.  Earlier  he  had 
won  the  Trudeau  Medal,  the  highest  award  of 
the  National  Tuberculosis  Association,  today 
the  American  Lung  Association. 

In  1955  James  Waring  brought  Roger  Mitch- 
ell, probably  the  outstanding  leader  in  pulmo- 
nary medicine,  to  head  the  Foundation  and  to 
develop  the  Pulmonary  Division  of  the  medical 
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school.  It  was  Dr.  Mitchell  who  was  my  Chief 
and  who  deserves  the  credit  for  initiating  the 
clinical  pulmonary  program  of  the  University  of 
Colorado. 

The  development  of  the  Webb  Waring  Lung 
Institute  deserves  particular  attention.  This  re- 
search center,  on  the  University  of  Colorado 
campus,  is  dedicated  to  solving  problems  of 
pulmonary  medicine  through  the  application  of 
basic  science.  This  Institute,  currently  under 
the  Direction  of  Dr.  David  Talmage,  is  coordi- 
nated with  the  Division  of  Pulmonary  Sciences 
so  that  science  and  application  can  be 
thoroughly  intertwined.  This  is  in  keeping  with 
Dr.  Waring’s  exhortation,  visible  to  all  fellows 
in  training  and  visitors  on  the  third  floor  con- 
ference room. 

An  Exhortation 

A certain  atmosphere  of  a research  laboratory  is  essential 
to  its  productivity  and  to  its  reputation.  The  basic  and  indis- 
pensible  qualities  of  that  atmosphere  are: 

1)  Harmony  among  the  workers;  superb  esprit  de  corps, 
pride  in  your  own  work  and  pride  as  a member  of  the  team. 

2)  An  all  pervading  enthusiasm  for  discovery,  a burning 
fervor,  a zeal  that  is  reckless,  unaware  of  time  and  fatigue. 

3)  A standard  of  excellence  of  work  that  demands  perfec- 
tion. 

4)  Indtegrity  in  design  and  in  performance. 

In  this  laboratory  we  rely  upon  you  to  contribute  to  the 
excellence  of  our  atmosphere. 

James  J.  Waring,  December  1956 

Thus,  the  history  of  Dr.  Waring  has  woven  a 
continuous  thread  - a cohesive  force,  a glue  that 
has  brought  together  many  people  interested  in 
sick  human  beings.  He  was  a protege  of  Osier,  a 
patient  of  Trudeau,  a patient  and  colleague  of 
Webb  and  Sewell,  first  full-time  Chairman  of 
the  Department  of  Medicine  of  the  University  of 
Colorado  Medical  School,  President  of  the  Col- 


orado Foundation  for  Research  in  Tuberculosis 
which  became  the  Webb-Waring  Lung  Institute 
and  of  leaders  in  pulmonary  medicine  past,  pre- 
sent and  future. 

For  these  reasons  it  is  particularly  approp- 
riate to  commemorate  this  special  issue  of  our 
Journal  to  Dr.  Waring  in  recognition  of  his  vast 
contributions  - this  in  the  context  of  the  annual 
Fall  conferences  which  bear  his  name.  Four  pre- 
sentations by  pulmonary  fellows  in  training 
were  most  recently  presented  at  this  conference. 
The  training  of  young  men  and  women  in  pul- 
monary medicine  and  their  anticipated  later 
contribuitons  will  carry  progress  ever  forward. 
This  combined  progress  of  medical  science  and 
practice  has  been  possible  through  clinical 
training  offered  at  our  five  hospitals  (Colorado 
General,  Denver  General,  General  Rose,  Na- 
tional Jewish  and  Veterans  Administration),  in 
turn  intertwined  with  the  basic  science  of  the 
Webb-Waring  Lung  Institute.  This  is  precisely 
what  Dr.  Waring  always  hoped  for,  and  some- 
thing so  beautifully  expressed  between  the 
paired  portraits  of  Waring  and  Webb  at  the  en- 
trance of  the  Institute  itself,  "Fac  et  spera”  - 
work  and  hope.’# 
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The  Webb- Waring  lung  institute 


Early  Development  and  History  on  the  Denver  Campus 


Roger  S.  Mitchell,  MD,  Denver,  Colorado 


After  Dr.  Webb’s  death  in  1949,  Dr.  Waring 
was  elected  President  of  the  Colorado  Founda- 
tion for  Research  in  Tuberculosis.  With  the  help 
of  Robert  Stearns,  President,  University  of  Col- 
orado, he  was  able  to  obtain  permission  to  move 
the  Foundation  to  a new  laboratory  building  on 
the  University  of  Colorado  Medical  Center 
campus  in  Denver  in  1953.  I was  recruited  as 
Director  upon  the  closing  of  Trudeau 
Sanitarium  in  late  1953. 

At  the  time  of  my  arrival  in  February  of  1955, 
the  Foundation  professional  staff  consisted  of  J. 
Carroll  Bell,  MD,  internist,  Howard  D.  Olson, 
PhD.,  microbiologist.  Miss  Gladys  Dart  and  Mr. 
Dick  Riemensnider,  technicians.  The  labora- 
tory was  then  a two-story  building. 

New  staff  were  rapidly  recruited:  Giles  F.  Fil- 
ley,  MD,  pulmonary  physiologist  in  1955; 
Alfred  J.  Crowle,  PhD.,  microbiologist  and  im- 
munologist and  M.  Laurence  Morse,  PhD., 
geneticist,  in  1956.  and  Oscar  K.  Reiss,  PhD., 
biochemist,  in  1958.  Dr.  Olson  resigned  in  1956. 
Dr.  Bell  passed  away  in  1960. 

The  J.  J.  Waring  Chair  of  Biology  was  created 
in  1961;  its  first  occupant  was  Dr.  Morse. 

The  laboratory  building  was  enlarged  three 
times.  The  first  addition  was  one  story  in  1959; 
the  second  was  two  more  stories  in  1963.  The 
name  was  also  changed  several  times  to  reflect 
our  expanded  interest  in  all  pulmonary  re- 
search: in  1959  to  the  Webb  Institute  for  Medi- 
cal Research;  in  1963  to  the  Webb-Waring  Insti- 
tute for  Medical  Research  after  Dr.  Waring’s 
untimely  death  in  1962;  and  to  the  Webb-War- 
ing Lung  Institute  in  1971. 

Dr.  Robert  Stearns  took  over  as  president 
from  1962-1969;  Dr.  Robert  Liggett  was  presi- 
dent from  1969-1972;  Mr.  Thomas  Stokes  was 
president  from  1972-1977;  and  Dr.  Henry  W. 
Toll  Jr.,  became  president  in  1977. 


In  my  early  days  in  Denver  we  were  predom- 
inantly interested  in  tuberculosis  microbiology, 
immunology,  and  chemotherapy,  giving  special 
attention  to  the  phenomenon  of  isoniazid  inac- 
tivation. Interest  in  emphysema  and  allied 
chronic  lung  disorders  began  in  1958  with  the 
initiation  of  the  Aspen  Emphysema  Conference 
(now  the  Aspen  Lung  Conference)  and  the  so- 
called  "Emphysema  Registry”  in  1959. 

Albert  E.  Vatter,  PhD.,  electronmicroscopist, 
was  recruited  at  the  time  of  the  second  addition 
to  the  laboratory  building  in  1959. 

Great  emphasis  has  been  placed  upon  a close 
affiliation  with  the  medical  school.  I was  origi- 
nally recruited  to  fill  a dual  role,  the  other  being 
to  head  up  a new  Division  of  Pulmonary  Dis- 
eases (now  called  "Sciences”)  in  the  Department 
of  Medicine.  All  subsequent  doctorate  level  staff 
were  recruited  with  the  help  of  the  cognate  med- 
ical school  department  and  were  considered 
"full  time”  faculty  members. 

During  the  60’s  hay  day  of  federal  funding  for 
medical  research,  our  annual  grant  income  top- 
ped $400,000.00. 

By  the  late  60’s  I found  trying  to  handle  the 
two  jobs  was  too  much  for  me.  When  the  then 
Dean,  Dr.  David  Talmage,  asked  me  to  take  the 
job  of  Chief  of  Staff  at  our  affiliated  Veterans 
Hospital  in  1970, 1 first  relinquished  the  Head- 
ship of  the  Division  to  Thomas  L.  Petty,  MD, 
who  had  grown  from  my  student,  to  Resident,  to 
Fellow  and  finally  to  fellow  staff  member.  I 
promised  to  stay  on  as  Director  part  time  until  a 
new  Director  was  recruited.  To  do  this,  it  soon 
became  obvious  that  we  would  again  need  to 
enlarge  the  laboratory.  I worked  three  years  on 
this  project  before  turning  the  job  over  to  my 
successor,  our  ex-Dean,  Dr.  David  Talmage, 
who  became  Director  in  June,  1973.  • 
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Plans  for  the  Future 


David  W.  Talmage,  MD,  Denver,  Colorado 


Since  assuming  the  Directorship  of  the 
"Webb-Waring”  in  1973, 1 have  concentrated  on 
five  goals:  1)  to  increase  the  amount  of  research 
laboratory  space  in  the  Institute;  2)  to 
strengthen  the  basic  sciences  in  the  Institute;  3) 
to  foster  interdisciplinary  research;  4)  to  bring 
the  Pulmonary  Science  Division  into  the  Insti- 
tute; and  5)  to  create  a bridge  between  the  basic 
and  clinical  sciences. 

The  expansion  of  the  research  laboratories 
has  been  proceeding  steadily.  When  the  new 
addition  was  completed  in  1975,  there  were  suf- 
ficient funds  for  finishing  only  two  and  one-half 
of  the  five  floors.  Since  then  we  have  completed 
a Human  Performance  Laboratory  on  the  first 
floor,  built  a beautiful  new  animal  quarters  in 
the  basement,  and  built  new  laboratories  where 
the  old  animal  quarters  were  on  the  fourth  floor. 
We  are  just  now  beginning  the  completion  of  the 
second  floor  laboratories  which  will  house  the 
new  Experimental  Pathology  Division.  With 
that  done,  our  first  goal  will  be  90  per  cent 
complete. 

To  strengthen  our  basic  sciences,  I have  first 
concentrated  on  Immunology  which  is  my  own 
field.  Immunology  was  always  important  to 
both  Dr.  Webb  and  Dr.  Waring  because  of  their 
great  interest  in  tuberculosis.  Tuberculoim- 
munity  is  still  the  central  pillar  of  our  im- 


munological research.  Dr.  Crowle  is  seeking 
easier  and  better  ways  of  testing  his  tuber- 
culosis vaccine.  I am  studying  transplantation 
and  cancer  immunity,  both  closely  related  to 
tuberculoimmunity.  Whatever  his  field  of 
interest,  each  of  the  basic  scientists  is  asked  to 
be  a leader  in  his  own  field  in  order  that  he  be 
able  to  provide  the  best  possible  guidance  to 
other  scientists  in  the  Institute.  I believe  that  a 
solid  foundation  of  several  basic  science  fields  is 
the  best  base  on  which  to  build  interdisciplinary 
research. 

In  order  to  extend  the  scope  of  the  Institute 
from  the  most  basic  to  the  most  clinical  re- 
search, we  have  invited  the  Pulmonary  Sciences 
Division  of  the  Department  of  Medicine,  to  oc- 
cupy office  and  laboratory  space  within  the  In- 
stitute. They  will  be  housed  on  the  third  floor. 
To  complement  this  move  we  have  recruited  Dr. 
John  Repine  from  the  Department  of  Medicine 
at  the  University  of  Minnesota.  Dr.  Repine  will 
arrive  in  1979  and  will  occupy  the  newly 
finished  laboratories  on  the  second  floor.  He  will 
be  the  Assistant  Director  of  the  Institute,  Head 
of  the  Experimental  Pathology  Division,  and 
have  the  task  of  training  clinical  fellows  in 
laboratory  research,  thus  tying  together  the 
basic  and  clinical  arms  of  the  Institute.# 
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Candida  endocarditis  with  emboli* 

A case  report 


Edward  J.  Morgan,  MD,  PhD,  and  Thomas  L.  Petty,  MD,  Denver,  Colorado 


The  embolic  manifestations  of  fungal  en- 
docarditis can  be  easily  confused  with  other  dis- 
orders. Fever,  hemoptysis,  and  pleuritic  chest 
pain  may  be  mistakenly  ascribed  to  pulmonary 
emboli  from  deep  venous  thrombosis.  Blood  cul- 
tures may  remain  negative  for  several  weeks, 
resulting  in  a delay  in  diagnosis  which  risks 
further  damage  to  heart  valves  and  increases 
the  likelihood  of  life  threatening  embolization. 
This  report  illustrates  the  pulmonary  manifes- 
tations of  fungal  endocarditis  and  the  difficulty 
in  establishing  a diagnosis. 

CASE  REPORT 

G.W.,  a 27  year  old  white  male  stock  car  driver,  was  in- 
volved in  a gasoline  explosion  which  resulted  in  90%  second 
and  third  degree  burns.  He  was  hospitalized  for  six  months 
at  Colorado  General  Hospital  requiring  extensive  wound 
debridement  and  skin  grafts. 

Forty-eight  days  after  admission,  his  temperature  ele- 
vated to  40°  C.  Blood  cultures  were  positive  for  staphylococ- 
cus aureus.  Response  to  parenteral  oxacillin  was  excellent. 
A murmur  of  tricuspid  regurgitation  was  heard  seven  days 
later  and  a diagnosis  of  tricuspid  endocarditis  was  made. 
Effective  blood  levels  of  oxacillin  were  monitored  for  a total 
of  six  weeks.  Subsequent  blood  cultures  for  staphylococcus 
aureus  were  negative. 

Sixty-seven  days  after  admission,  he  complained  of 
pleuritic  chest  pain,  blood  streaked  sputum,  and  a low  grade 
fever.  A chest  radiograph  showed  a new  left  lower  lobe 
infiltrate,  and  a lung  scan  demonstrated  defects  in  both 
bases.  A venogram  disclosed  thrombosis  in  both  legs.  Full 
dose  heparin  for  presumed  pulmonary  emboli  was  insti- 
tuted. Heparin  was  discontinued  nine  days  later  due  to 
extensive  ecchymosis  of  his  lower  extremities. 

Low  grade  fever  had  not  resolved  51  days  later.  Several 
blood  cultures  taken  at  this  time  were  positive  for  Candida 
tropicalis.  All  catheters  were  changed  and  subsequent  blood 

cultures  were  negative. 

* 

From  the  Division  of  Pulmonary  Sciences  and  the  Cardiovascular  f^ilmonary  Research 
Laboratory  University  of  Colorado  Medical  Center.  Dr.  Edward  J Morgan  is  at  the 
Cardiovascular  Pulmonary  Research  Laboratory.  University  of  Colorado  Medical  Center, 
and  Dr.  Petty  is  Head,  Division  of  Pulmonary  Sciences,  School  of  Medicine.  Supported  by 
NHLBI  Training  Grant  #07085. 


He  continued  to  remain  febrile  to  37.5°  C.  Twenty-seven 
days  later  blood  cultures  again  became  positive  for  Candida 
tropicalis.  A chest  radiograph  showed  a new  right  lower  lobe 
infiltrate.  Again,  all  catheters  were  changed  and  blood  cul- 
tures became  negative.  He  was  given  a seven  day  course  of 
5-fluorocytosine  as  treatment  for  his  fungemia  and  dis- 
charged on  April  12  with  instructions  to  continue  the  oral 

On  Jime  30,  1977,  he  was  again  admitted  to  the  surgical 
service  for  elective  release  of  burn  contractures.  On  close 
questioning,  he  reported  chest  pains,  hemoptysis,  night 
sweats,  and  a ten  pound  weight  loss.  His  temperature  was 
38°  C and  a loud  murmur  of  tricuspid  regurgitation  was 
heard.  Hematocrit  was  40%,  urinalysis  was  normal  without 
red  blood  cells  and  arterial  blood  gases  on  room  air  were  pH 
7.45,  FCO2  35,  pCfe  59.  The  admission  chest  film  was  abnor- 
mal (Figure  1)  showing  a pleural  based  triangular  infiltrate 
in  the  right  mid-lung  field.  An  echocardiogram  de- 
monstrated vegetations  on  the  tricuspid  valve.  Pulmonary 
function  tests  disclosed  a marked  restrictive  defect  with  an 
FEVi  of  1.59  liters.  A lung  scan  showed  a perfusion  defect 
that  matched  the  chest  film.  Bronchoscopy  showed  purulent 
secretions  coming  from  the  anterior  segment  of  the  right 
upper  lobe.  Numerous  cultures  and  special  stains  were 
negative  on  samples  of  blood,  urine,  sputum,  and  broncho- 
scopic  washings.  Because  no  infectious  process  could  be  de- 
monstrated, he  was  felt  to  have  a slowly  resolving 
pneumonia.  He  was  treated  with  vigorous  pulmonary 
hygiene,  oral  tetracycline,  and  was  discharged  improved 
two  weeks  later. 

The  chest  pains,  fever  and  hemoptysis  continued  at  home, 
prompting  readmission  on  August  12,  1977.  His  tempera- 
ture was  38-39°  C,  hematocrit  was  35%,  and  the  WBC  was 
14,000  mm®  with  68%  polymorphonuclear  leukocytes.  A 
chest  x-ray  demonstrated  partial  resolution  of  the  right 
lung  infiltrate  and  a lung  scan  was  reported  as  "low  proba- 
bility” for  pulmonary  emboli.  His  sputum  was  moderately 
purulent  but  showed  no  organisms  on  special  stairs.  Blood, 
urip^,  and  sputum  cultures  remained  negative.  He  re- 
sponded well  to  postural  drainage  and  antibiotics,  and  was 
discharged  two  weeks  later  with  a diagnosis  of  a slowly 
resolving  pneumonia. 

One  week  later  six  blood  cultures  again  became  positive 
for  Candida  tropicalis.  After  several  days  of  amphotericin-B, 
he  was  taken  to  the  operating  room  where  a 30  gm  fungus 
ball  was  removed  from  his  right  atrium  and  tricuspid  valve 
(Figure  2).  He  is  currently  well,  driving  stock  cars  in  the 
southern  United  States,  and  has  not  required  a prosthetic 
tricuspid  valve. 
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Fig.  1 . PA  and  lateral  chest  film  taken  on  June  30, 1977.  A new  triangular  and  pleural  based  infiltrate  is  seen  in  the  right 
mid-lung  field. 


Discussion 


Fungal  sepsis  is  a definite  risk  in  the  bum 
patient^.  In  the  majority  of  cases,  the  fungemia 
is  a result  of  an  infected  indwelling  catheter.  If 
the  patient  is  not  leukopenic  or  immunosup- 
pressed,  the  catheter  may  be  removed  and 
treatment  held  if  subsequent  cultures  are  nega- 
tive^.  Although  the  tricuspid  valve  becomes  in- 
fected far  less  than  the  mitral  and  aortic  valve 
prior  damage  to  this  valve  renders  it  highly 
susceptible  to  re-infection'*.  In  the  patient  pre- 
sented here,  the  catheter  induced  fugemia 
found  an  ideal  site  on  a valve  previously  dam- 
aged by  staphlococcal  endocarditis. 

Persistently  negative  blood  cultures  in  the 
face  of  active  fimgal  endocarditis  are  not  un- 
common, and  additional  diagnostic  steps  are 
often  necessary.  Besides  the  classic  clinical  and 
laboratory  findings  of  infective  endocarditis®,  a 
number  of  other  laboratory  aides  are  available. 
Gas  liquid  chromatography  has  been  shown  ef- 
fectively to  demonstrate  the  fatty  acids  found  in 
the  cell  wall  of  Candida  albicans®,  thus  suggest- 
ing a specific  etiologic  diagnosis.  Circulating 
immune  complexes  have  been  shown  to  be 
greatly  elevated  in  endocarditis,  particularly 


with  right  sided  involvemenf^.  Selective  cardiac 
catheterization  with  cultures  taken  from  both 
sides  of  a heart  valve  cannot  only  localize  the 
involved  valve,  but  also  increase  the  yield  on 
blood  cultures®.  Echocardiography  is  also  an  ef- 
fective way  of  documenting  valvular  vegeta- 
tions from  endocarditis,  and  the  demonstration 
of  such  vegetations  may  identify  patients  with 
more  severe  disease®.  Perhaps  the  most  practi- 
cal method  of  documenting  fungal  endocarditis 
is  to  simply  insure  that  the  blood  cultures  are 
observed  for  at  least  four  weeks.  Unless  specifi- 
cally directed,  many  laboratories  discard  blood 
cultures  if  negative  at  two  weeks.  Cultures  re- 
quire at  least  four  weeks  incubation  before  they 
can  be  reported  negative  for  Candida. 

Precipitins  have  been  helpful  adjuncts  in 
diagnosing  deep  Candida  infections.  Care  is  re- 
quired in  understanding  their  limitations.  Var- 
ying antigen  sources  and  immunological 
technics  can  produce  positive  results  in  40  to  95 
per  cent  of  cases*®.  Titers  derived  from  a 
counter-immunoelectrophoresis  technic  can  de- 
tect 92  per  cent  of  infected  patients,  but  results 
can  be  obscured  in  disorders  where  the  humoral 
immune  system  is  significantly  altered**. 

Major  systemic  emboli  from  affected  valves 
are  far  more  common  in  fungal  than  bacterial 
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Fig.  2.  Photograph  of  the  tricuspid  valve  and  fungus  ball  removed  at 
the  time  of  surgery.  Total  weight  was  30  gms,  measuring  7x5x1  cm. 
The  specimen  consisted  almost  entirely  of  hypocellugar  material 
containing  extensive  masses  of  organisms. 

endocarditis^^.  In  fact,  a major  embolic 
phenomenon  may  be  the  first  manifestation  of 
fungal  endocarditis,  prior  to  any  positive  cul- 


tures. The  onset  of  emboli  is  also  a crucial  turn- 
ing point  in  the  disease,  as  life  threatening 
strokes  and  embolic  showers  can  occur  sud- 
denly^^'  Major  fungal  pulmonary  and  cereb- 
ral emboli  are  common  in  untreated  fungal  en- 
docarditis and  can,  as  in  our  patient,  yield  mul- 
tiple changing  pulmonary  infiltrates  with 
fever,  pleuritic  chest  pains  and  hemoptysis. 

It  is  the  morbid  nature  of  these  embolic  prob- 
lems that  strongly  supports  the  surgical  treat- 
ment of  fungal  endocarditis.  With  medical  or 
surgical  treatment  alone,  the  mortality  from 
Candida  endocarditis  is  82  per  cent.  When  surgi- 
cal and  medical  treatment  is  combined,  the 
mortality  is  20  per  cent^^.  Early  aggressive 
valve  replacement  or  removal  is  recommended 
before  the  onset  of  emboli Amphotericin-B 
remains  the  drug  of  choice,  either  alone  or  in 
combination  with  5-fluorocytosine^^.  5- 
fluorocytosine  should  never  be  used  alone  for 
this  type  of  Candida  infection.# 
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Multiple  unilateral  pulmonary 
nodules  due  to  cryptococcosis* 


Antti  G.  Maran,  MD,  Major,  MC,  Denver,  Colorado 


Recently  a patient  was  admitted  to  our  pul- 
monary disease  service  with  multiple  unilat- 
eral pulmonary  nodules.  The  diagnostic  evalua- 
tion and  therapy  of  his  pulmonary  problem  is 
the  basis  for  this  report. 

CASE  REPORT 

The  patient,  a 27  year  old  white  male,  had  an  abnormal 
routine  chest  x-ray  on  June  22, 1977,  which  showed  at  least 
four  nodules  one  to  one  and  one-half  cm  in  diameter  in  the 
right  base  below  the  level  of  the  diaphragm.  Shortly  after- 
wards a flu-like  illness  occurred  with  sore  throat,  mild 
shortness  of  breath,  a very  mild  cough  that  occasionally  was 
productive  of  thick,  green,  odorless  sputum;  he  noted  a mild 
diffuse  headache  and  easy  fatiguability.  He  denied  any 
nausea,  vomiting,  diarrhea,  fever,  chills,  hemoptysis,  or 
weight  loss.  Because  of  continued  mild  nonproductive 
cough,  mild  sore  throat,  and  recent  mild  night  sweats,  the 
patient  was  transferred  to  Fitzsimons  Army  Medical  Center 
on  July  19,  1977  for  further  evaluation. 

His  physical  examination  was  essentially  normal  on  ad- 
mission to  our  hospital.  He  was  afebrile  and  other  vital  signs 
were  normal.  Head,  ears,  eyes,  nose  and  throat  were  normal, 
and  there  was  no  pathologic  adenopathy  noted.  Cardiac 
examination  showed  a normal  apical  impulse,  normal  heart 
sounds  and  no  gallops  or  murmurs  were  found.  Chest 
examination  disclosed  symmetric  expansion,  normal  breath 
sounds,  and  no  crackles,  rhonchi,  or  wheezes  were  heard. 
Similarly  examination  of  his  abdomen,  genitalia,  and 
neuromusculoskeletal  system  showed  no  abnormalities. 

His  past  medical  history  was  significant  in  that  in  1964 
while  residing  in  Illinois  he  was  treated  for  possible  histo- 
plasmosis, however,  the  details  of  that  hospitalization  were 
not  available.  He  denied  the  use  of  any  alcohol  or  medica- 
tions, and  denied  any  allergies.  His  lifetime  tobacco  intake 
was  approximately  one  pack  of  cigarettes.  He  had  traveled 
widely  with  residence  in  Illinois,  Arkansas,  Texas,  Mis- 
souri, Ohio,  and  currently  resided  in  South  Dakota.  He  was 
on  active  duty  in  the  United  States  Air  Force  working  as  a 
mechanic.  He  did  have  daily  exposure  to  gas  and  diesel 
fumes  as  well  as  significant  amounts  of  road  dust.  He  had  no 
unusual  hobbies  and  could  remember  no  exposure  to  tuber- 
culosis. His  admission  chest  x-ray  on  July  20,  1977  again 
disclosed  multiple  pulmonary  nodules,  poorly  visible  in  the 
right  base.  Tomography  (Figure  1)  confirmed  the  presence 
of  these  nodules  in  the  pulmonary  parenchyma. 
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Because  of  the  possibility  of  neoplastic  disease  an  exten- 
sive evaluation  was  performed.  The  following  laboratory 
data  were  within  normal  limits:  electrocardiogram,  com- 
plete blood  count,  urine  analysis,  SMA- 18  chemistry  screen, 
scans  of  liver  and  brain,  barium  contrast  studies,  cryptococ- 
cal  antigen,  fungal  serologies,  and  anti-nuclear  antibody. 
The  erythrocyte  sedimentation  rate  was  40  mm.  Skin  tests 
for  tuberculosis  and  coccidiomycosis  were  negative.  Skin 
tests  for  mumps  and  histoplasmosis  were  both  indurated  at 
greater  than  10  mm  in  diameter.  Arterial  blood  gases  on 
room  air  were  normal.  Results  of  spirometry  were  a forced 
vital  capacity  of  3.03  liters  (predicted  4.06  liters),  forced 
expiratory  volume  in  one  second  2.47  liters  (predicted  3.58 
liters),  and  a mid-expiratory  flow  rate  of  147  liters/minute 
(predicted  256  liters/minute).  Sputum  cultures  yielded  iso- 
lates of  Candida  species. 

During  his  hospital  course  the  patient  underwent  fluoros- 
copically  guided  fiberoptic  bronchoscopy  on  two  occasions 
without  evidence  of  endobronchial  disease.  Specimens  were 
obtained  by  bronchial  wash  and  brush  for  culture  and  cytol- 
ogy. The  biopsy  specimens  from  bronchoscopy  were  inter- 
preted as  nonspecific  inflammatory  changes.  Later  there 
was  evidence  of  development  of  a new  soft  nodule  in  the 
right  peri-hilar  region. 

Five  weeks  after  admission  cultures  for  fungi  and  tuber- 
culosis remained  negative  and  there  was  evidence  of  disease 
progression  by  chest  x-ray.  Diagnostic  thoracotomy,  there- 
fore, was  performed,  and  showed  multiple  nodules  in  the 
right  lower  and  right  middle  lobes.  A wedge  biopsy  obtained 
from  the  right  lower  lobe  was  interpreted  on  frozen  section 
as  representing  inflammatory  pseudo-tumor. 

Permanent  sections  on  routine  stains  were  interpreted  as 
granulomatous  disesise  compatible  with  fungi,  and  special 
stains  confirmed  cryptococcosis.  Cultures  obtained  at  ad- 
mission bronchoscopy  were  reported  as  Cryptococcus 
neoformans,  two  days  following  thoracotomy. 

Comment  and  Therapeutic  Approach 

Cryptococcus  neoformans  is  a round 
monomorphic  yeast  ranging  from  4-20  microns 
in  diameter.  It  is  frequently  cultured  from  soil 
or  pigeon  droppings  and  in  the  laboratory  using 
Sabouraud’s  glucose  agar  or  blood  agar.  Growth 
generally  occurs  in  forty-eight  to  seventy-two 
hours,  however,  some  strains  may  require  two 
to  six  weeks  of  culture  time  for  identification. 
Pathogenic  strains  usually  grow  at  both  37°  C as 
well  as  at  room  temperature.  Serologic  studies 
for  cryptococcosis  are  available  and  include 
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cryptococcai  polysaccharide  and  agglutinating 
antibody  which  tend  to  be  the  most  clinically 
useful.  However,  fluorescent  antibody  and 
hemagglutination  titers  are  available  as  well. 

Human  cryptococcai  disease  may  manifest  it- 
self as  meningeal,  pulmonary,  pleural  and  dis- 
seminated forms.  The  disseminated  forms  are 
reported  to  be  more  common  in  immunocom- 
promised hosts,  especially  those  with  reticulo- 
endothelial malignancy.  The  standard 
therapeutic  regimen  for  cryptococcosis  has  been 
amphotericin- B in  an  overall  dose  of  approxi- 
mately 1-2  grams,  with  an  average  response 
rate  of  one-third  cure,  one-third  improved,  and 
one-third  without  change  or  relapse. 

The  presentation  of  cryptococcosis  includes  a 
predilection  for  white  males  with  the  mode  of 
exposure  being  via  the  respiratory  tract.  ^ Seri- 
ous co-existing  disease  as  well  as  corticosteroid 
therapy  seem  to  be  more  common  in  meningeal 
and  disseminated  cryptococcosis.  An  initially 
low  inflammatory  response  in  tissue  surround- 
ing an  infected  area  may  be  the  reason  for  the 
well  demarcated  nodules  noted  on  chest  x-ray. 
Pulmonary  cryptococcosis  presents  most  com- 
monly with  cough,  chest  pain,  sputum  produc- 
tion, fever,  weight  loss,  but  as  many  as  one- 
third  of  patients  may  be  asymptomatic.  Pleural 
cryptococcosis  has  also  been  reported. ^ In  an 
autopsy  series  of  37  cases,  seven  were  noted  to 
have  pleural  disease  as  manifested  by  effusinn 
or  subpleural  nodules. ^ 

Therapy  for  cryptococcosis  includes  both 
surgery  and  antimicrobial  agents.  Surgical  in- 
tervention may  predispose  to  a flare  of  cryp- 
tococcosis,^ but  this  was  not  found  in  other 
studies.^  ® 

Although  amphotericin-B  has  been  the 
mainstay  of  therapy  for  cryptococcosis,  other 
forms  of  antimicrobials  are  on  the  horizon.  Ex- 
perimental therapy  of  cryptococcosis  in  mice 
with  a combination  of  amphotericin-B  and  5- 
fluorocytosine  has  been  reported.®  If  the  or- 
ganisms were  sensitive  to  5-fluorocytosine  at 
the  onset  of  therapy,  then  combination  therapy 
showed  an  additive  effect.  However,  if  or- 
ganisms were  resistant  to  5-fluorocytosine. at 
onset  of  therapy,  then  combination  therapy 
produced  antagonism.  Resistance  to  5- 
fluorocytosine  developed  in  approximately  15 
per  cent. 

Combination  therapy  in  human  disseminated 
cryptococcosis  has  been  attempted  in  a series  of 
20  patients."^  In  that  series  combination  therapy 


Fig.  1.  Tomographic  view  of  multiple  nodular  densities  in  right 
lower  lobe  seen  through  the  diaphragmatic  shadow  (due  to  cryp- 
tococcus neoformansj. 

for  six  weeks  was  carried  out  with  amphoteri- 
cin-B,  20  mg  per  day,  and  5-fluorocytosine  at 
150  mg/kg  per  day.  An  approximate  80  per  cent 
response  and/or  cure  rate  with  significantly  less 
drug  induced  morbidity  when  compared  to  con- 
ventional dose  of  amphotericin-B  therapy  was 
noted. Although  the  results  are  encouraging,  a 
note  of  caution  is  in  order.  Fatal  bonemarrow 
aplasia  in  an  immunocompromised  host  with 
cryptococcai  meningitis  has  been  attributed  to 
combined  therapy  with  amphotetricin-B  and 
5-fluorocytosine.® 

Because  of  the  high  toxicity  of  amphoteri- 
cin-B,  analogs  such  as  amphotericin-B  methyl 
ester  ascorbate  have  been  evaluated  in  hopes  of 
maintaining  efficacy  while  reducing  toxic  side 
effects.  However,  the  efficacy  of  amphotericin-B 
outweighs  potential  side  effects  as  compared  to 
amphotericin-B  methylester  ascorbate.®  Hope- 
fully, continued  experimental  trials  of  am- 
photericin-B  analogs  may  provide  a safer 
therapeutic  regimen. 
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Cryptococcosis  may  be  classified  into  four 
forms:^  definite  cryptococcosis,  positive  history 
and  tissue  culture;  probable  cryptococcosis, 
positive  sputum  culture  and  compatible  clinical 
course  and  chest  x-ray;  colonization,  positive 
sputum  culture,  but  no  evidence  of  active  dis- 
ease; and  unclassified,  positive  sputum  culture, 
but  other  active  disease  present  that  may  exp- 
lain abnormalities.  The  treatment  of  choice  still 
remains  amphotericin-B  in  a total  dose  of  ap- 
proximately two  grams.  However,  surgical  re- 
section possibly  combined  "with  amphotericin-B 
may  be  just  as  efficacious.  Furthermore,  there  is 
no  definite  evidence  of  surgery  predisposing  to 
dissemination  or  meningeal  disease.  Therapy  is 
not  indicated  in  all  cases,  and  in  fact,  the  cure 
rate  of  patients  with  minimal  disease  without 
therapy  is  equivalent  to  that  with  therapy. 

When  pulmonary  cryptococcosis  is  diagnosed 
it  is  important  to  search  for  extra-pulmonary 
disease."*  Therapy  is  always  required  if  extra- 
pulmonary  disease  is  found.  An  observation 
period  is  justified  if  isolated  pulmonary  in- 
volvement is  present.  If,  during  observation, 
progression  of  pulmonary  disease  or  failure  of 
resolution  occurs,  further  therapy  is  indicated. 


The  choice  of  therapy  is  based  upon  the  extent  of 
the  disease.  Surgical  resection  with  or  without 
amphotericin-B  is  the  recommended  approach 
for  an  isolated  toruloma.  Amphotericin-B  to  a 
dose  of  approximately  2 grams  is  indicated  in 
patients  with  extensive  disease.  Colonization 
should  not  justify  the  risks  of  toxicity  of  am- 
photericie-B  therapy. 

The  patient  reported  in  this  paper  was  treated 
with  amphotericin-B  to  a total  dose  of  1.6 
grams.  The  reasons  for  therapy  in  this  rela- 
tively asymptomatic  patient  included  the  ex- 
tent of  pulmonary  disease,  and  evidence  of  pro- 
gression of  pulmonary  disease  by  chest  x-ray. 
Combination  therapy  with  5-fluoroqrtosine  was 
not  used  because  we  felt  that  there  was  not 
enough  scientific  support  for  this  therapeutic 
regimen  thus  far. 

Summary 

A healthy,  non- immunocompromised  host 
developed  extensive  pulmonary  cryptococcosis, 
manifest  by  localized  multiple  pulmonary 
nodules.  Response  to  amphotericin-B  was  excel- 
lent.# 
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Response  to  Trimethoprim-Sulfamethoxazole 

John  May,  MD,  Denver,  Colorado 


Nocardia  asteroides  is  an  aerobic,  gram-posi- 
tive organism  closely  related  to  mycobacteria.  It 
is  thought  of  as  an  opportunistic  infection,  de- 
spite the  fact  that  about  one-half  of  those  af- 
fected are  immunocompetent.  Nevertheless,  pa- 
tients lacking  an  intact  immune  response  or 
those  receiving  corticosteroid  or  immunosup- 
pressive therapy  are  clearly  at  increased  risk  of 
infection  and  the  prognosis,  particularly  with 
pulmonary  involvement,  is  significantly  worse 
in  this  group  than  in  patients  with  normal  im- 
munologic responses.^  Sulfonamides  have  been 
the  therapy  of  choice  since  Lyons^  first  success- 
fully used  them  in  1943.  The  addition  of 
trimethoprim-sulfamethoxazole  (TMP-SMZ) 
would  seem  to  be  equally  or  possibly  more  effec- 
tive than  a sulfonamide  alone;  however,  there 
are  only  a few  reports  describing  such  therapy. 

CASE  REPORT 

A 55  year  old  woman  was  hospitalized  for  evaluation  of 
chronic,  severe,  steroid-dependent  asthma.  Past  medical 
history  was  positive  only  for  complications  of  her  steroid 
therapy  (which  averaged  30  mg  prednisone  per  day)  and  for 
herpes  zoster  four  years  previous. 

Physical  examination  showed  a Cushingoid  appearance, 
BP  150/110,  respirations  20  with  diffuse  inspiratory  and 
expiratory  wheezing,  and  a right-sided  third  heart  sound. 
Additionally,  cataracts,  muscle  wasting,  and  atrophic  skin 
were  apparent.  Routine  laboratory  studies  were  normal, 
including  arterial  blood  gases.  Pulmonary  function  tests 
showed  marked  elevations  of  airway  resistance  and  residual 
volume  with  severe  air  flow  obstruction.  Chest  radiograph 
showed  osteopenia  with  multiple  rib  and  vertebral  body 
fractures  and  a very  small  area  of  alveolar  infiltration  in  the 
periphery  of  the  right  upper  lobe.  Immunoglobulin  levels 
showed  substantial  reductions  in  IgG  and  IgM  levels  - IgG 
115  (953±206),  IgM  46  (134±49),  IgA  83  (114±47).  Skin 
tests  for  PPD  and  Candida  were  negative.  At  this  point  the 
patient  became  toxic  and  febrile.  Chest  x-ray  showed  multi- 
ple fluffy  nodular  infiltrates.  (Figure  lA)  Patient  was  trans- 
ferred to  Colorado  General  Hospital  where  she  was  noted  to 
have  several  tender,  indurated  erythematous  cutaneous  le- 
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sions.  The  largest  of  these  was  2x2  cm  and  fluctuant.  Aspi- 
rate from  this  lesion  showed  barely  visible  beaded  gram 
positive  organisms  which  were  found  to  be  partially  acid- 
fast  branching  filaments  on  a modified  acid-fast  stain. 
Trimethoprim-sulfamethoxazole  therapy  (100  mg/kg  sul- 
famethoxazole daily)  was  begun  for  presumed  disseminated 
nocardia.  Additionally,  she  was  given  30  cc  immune  serum 
globulin  (ISG)  and  steroids  were  increased  to  300  mg  hyd- 
rocortisone daily.  Brain  scan  was  negative.  Nocardia  as- 
teroides subsequently  was  cultured  from  the  abscess  site, 
sputum  and  urine  (despite  normal  urinalysis).  Despite  ap- 
parent radiographic  progression,  the  patient  improved  clin- 
ically with  resolution  of  the  cutaneous  abscesses.  On  the 
basis  of  serum  sulfonamide  levels,  the  dose  of  TMP-SMZ  was 
reduced  to  about  one-third  of  the  initial  dose.  The  patient 
was  discharged  after  three  weeks’  hospitalization  on  three 
double-strength  TMP-SMZ  tablets  per  day  and  monthly  in- 
jections of  ISG.  The  serum  sulfamethoxazole  levels  have 
been  maintained  in  the  range  of  15/mg  deciliter.  Over  the 
subsequent  10  months,  there  has  been  complete  resolution 
of  the  chest  radiograph  (Figure  IB)  and  the  only  indication 
of  nocardia  was  the  appearance  and  eventual  resolution  of  a 
cutaneous  abscess  one  month  following  hospital  discharge. 
The  patient’s  asthma  has  been  more  severe  requiring  con- 
tinuous steroids  (currently  40  mg  prednisone  on  alternate 
days). 

Discussion 

Infections  with  N.  asteroides  appear  to  be  in- 
creasing in  incidence,  possibly  because  of  the 
larger  number  of  immunocompromised  indi- 
viduals compared  to  previous  decades.^ 
Analysis  of  a large  number  of  these  cases  re- 
veals nocardia’s  propensity  to  involve  the  lungs, 
79  per  cent,  skin  31  per  cent,  and  central  ner- 
vous system,  44  per  cent.^  Dissemination  occurs 
in  about  40  per  cent  with  a significant  worsen- 
ing of  prognosis.^’ ^ Historically,  pulmonary  in- 
volvement in  patients  receiving  steroid  or  an- 
tineoplastic therapy  has  had  a particularly 
grim  prognosis.^ 

Early  diagnosis  and  prompt  institution  of 
therapy  is  of  major  importance  and  may  help 
explain  the  improved  survival  rates  described 
.in  several  recent  reviews.  The  organism  is  reco- 
vered from  less  than  30  per  cent  of  sputum 
specimens  and  rarely  from  cerebrospinal  fluid,'* 
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Fig.  la.  Bilateral  infiltrate  densities  during  febrile  phase  of  illness. 


Fig.  lb.  Partial  resolution  of  infiltrative  densities  with  fine  intersti- 
tial shadows  remaining  following  therapy. 


thus  more  invasive  procedures  such  as  aspira- 
tion of  cutaneous  lesions,  bronchial  brushing 
and  transbronchial  biopsy  are  often  required. 
Other  obstacles  to  diagnosis  include  the  or- 
ganism’s relatively  slow  growth  on  a variety  of 
media,  the  lack  of  reliable  serologic  tests,  and 
its  tinctorial  qualities.  It  is  not  visible  on  H and 
E stains  and  may  occasionally  be  mistaken  for 
chains  of  gram  positive  cocci  on  some  gram 
stains.  However,  it  is  apparent  when  stained 
with  the  Brown-Brenn  technic  and  also  with  the 
Zeihl-Nielson  technic  when  aqueous  acid  is  sub- 
stituted for  acid-alchohol  as  the  decolorizing 
agent. 

Although  a variety  of  newer  antibiotics  have 
demonstrated  some  activity  against  nocardia, 
sulfonamides  remain  the  cornerstone  of  therapy 
when  administered  in  doses  sufficient  to  pro- 
vide serum  levels  in  the  range  of  8-15  mg/decili- 
ter. Disc  sensitivity  testing  has  repeatedly 
shown  poor  correlation  to  in  vivo  activity  of 
sulfonamides  against  norcardia,  although  it 


appears  that  the  accuracy  can  be  enhanced  with 
the  use  of  a smaller  innoculation.®  The  addition 
of  trimethoprim  has  been  shown  by  several  in- 
vestigators to  substantially  decrease  the  MIC  of 
sulfamethoxazole  and  additionally,  it  appears 
that  this  combination  provides  much  better 
levels  of  antibiotic  in  the  central  nervous  sys- 
tem.® 

Despite  the  theoretic  advantages  of  this  com- 
bined therapy,  the  number  of  reports  describing 
its  use  in  disseminated  nocardia  is  limited.  ITie 
largest  such  report  is  from  Australia  where 
TMP-SMZ  was  used  in  a series  of  seven  patients 
with  five  long  term  responders.'^  Other  case  re- 
ports describe  effectiveness  in  pediatric  pa- 
tients® and  in  patients  with  CNS  involvement.® 
The  above  case  documents  its  effectiveness  in  a 
patient  with  significant  defects  in  immune  re- 
sponsiveness superimposed  on  severe  pulmo- 
nary disease.  Additionally,  it  demonstrates  the 
utility  of  following  sulfonamide  blood  levels  to 
monitor  the  dose  of  TMP-SMZ.^# 
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The  Webb- Waring  lung  institute 

Massive  pulmonary  embolism* 


Presenting  with  hypercapnia  and  minimal  intrapulmonary  shunting 


J.  Brevard  Haynes,  MD,  and  Michael  D.  Iseman,  MD,  Denver,  Colorado 


Arterial  hypoxemia  and  hypocapnia  are  the 
usual  blood  gas  abnormalities  in  patients  with 
pulmonary  embolism.  The  purpose  of  this  report 
is  to  discuss  a patient  with  massive  pulmonary 
embolism  and  shock  who  demonstrated  mini- 
mal increase  in  alveolar  to  arterial  oxygen  dif- 
ference (A-aD02j  but  significant  h5^ercapnia 
due  to  wasted  ventilation.  Failure  by  the  at- 
tending physicians  to  appreciate  early  that 
massive  pulmonary  embolism  can  cause  hyper- 
capnia (with  minimal  alteration  in  oxygen  ex- 
change) resulted  in  delayed  diagnostic  and 
therapeutic  measures. 

CASE  REPORT 

A 40  year  old  male  without  prior  cardiopulmonary  disease 
developed  progressive  painful  swelling  of  his  left  calf  three 
weeks  prior  to  admission.  On  the  day  of  admission  he  col- 
lapsed and  was  found  by  the  emergency  medical  team  in  an 
obtunded,  diaphoretic,  cyanotic  state.  His  systolic  blood 
pressure  was  palpable  at  50  mm  Hg;  pulse  110;  respirations 
24  per  minute.  On  arrival  in  the  emergency  room,  he  de- 
veloped a slow  idioventricular  rmythm  and  apnea.  Initial 
management  consisted  of  endotracheal  intubation,  closed 
chest  cardiac  massage,  intravenous  atropine,  sodium  bicar- 
bonate, and  dopamine  infusions.  He  developed  rapid  atrial 
flutter  requiring  electric  cardioversion.  Following  this,  the 
systolic  blood  pressure  was  80  mm  Hg;  pulse  140;  respira- 
tions 24;  and  central  venous  pressure  25  cm  H2O.  Auscula- 
tory  examination  of  the  chest  showed  no  abnormalities  and 
no  murmurs  or  gallops  were  detected.  The  left  calf  was 
warm  and  3 cm  larger  than  the  right  in  circumference.  The 
electrocardiogram  disclosed  sinus  tachycardia,  electrical 
axis  of  6Cf  and  incomplete  right  bundle  branch  block.  The 
chest  radiograph  showed  oligemia  of  the  left  lung  field. 
Mechanical  ventilation  was  instituted  with  a volume-cycled 
ventilator  with  an  inspired  oxygen  fraction  of  1.0  Minute 
ventilation  was  approximately  26  liters.  Initial  arterial 

* 

Supported  by  NHLBl  Training  Grant  #07085. 


blood  gases  showed  a pH  of  7.19,  PaC0259  (mmHg.  for  all 
pressures  reported)  and  Pa02  of  397.  His  blood  pressure 
remained  low  despite  dopamine  infusion  at  17  mcg/kg./min 
and  levarterenol  was  added.  A flow  directed  pulmonary 
artery  catheterization  revealed  a PA  pressure  of  42/17, 
mean  32  and  a pulmonary  wedge  pressure  of  10  mm.  Pul- 
monary arteriography  obtained  four  hours  after  admission 
demonstrated  total  occlusion  of  the  left  main  pulmonary 
artery  with  a large  embolus  at  the  bifurcation  of  the  right 
main  pulmonary  artery  causing  complete  occlusion  of  flow 
to  the  right  middle  lobe  and  partial  occlusion  of  flow  to  the 
right  lower  lobe  (Figure  1).  The  magnitude  of  pulmonary 
vascular  occlusion  was  estimated  at  65%. 

He  was  treated  with  a bolus  of  250,000  units  of  strep- 
tokinase and  maintained  with  100,000  units  per  hour  for  48 
hours.  Intravenous  heparin  was  then  instituted  at  1,200 
units  per  hour.  Over  the  first  four  days,  systolic  blood  pres- 
sure gradually  improved  such  that  vasopressors  could  be 
withdrawn.  Pulmonary  hypertension  gradually  resolved. 
On  the  fifth  day  arterial  blood  gases  demonstrated  a pH  of 
7.49,  PCO2  33  and  PO2  103  on  mechanical  ventilation  at 
approximately  24  liters  per  minute  and  an  inspired  O2  frac- 
tion of  0.4.  He  was  extuba  ted  on  the  seventh  day.  Anticoagu- 
lation was  continued  with  warfarin. 

Comment 

The  immediate  consequence  of  pulmonary 
embolism  is  obstruction  of  perfusion  to  a lung 
region  in  which  ventilation  transiently  remains 
stable.  Since  this  portion  of  ventilation  does  not 
participate  in  gas  exchange  with  pulmonary 
blood,  it  is  "wasted”  or  dead  space  ventilation. 
The  amount  of  this  wasted  ventilation  should  be 
proportional  to  the  degree  of  vascular  obstruc- 
tion, and  Robin  et  al  have  proposed  that  pre- 
sence of  increased  wasted  ventilation  as  re- 
flected by  the  arterial  to  end-tidal  CO2  gradient 
be  employed  in  the  diagnosis  of  pulmonary  em- 
bolism^. Despite  this  increase  in  wasted  venti- 
lation which  predisposes  to  CO2  retention 
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hypercapnia  (PaC02>43)  is  rare,  being  found  in 
eight  per  cent  of  a collected  series  of  patients^’ 
Various  compensatory  mechanisms  are  thought 
to  minimize  the  severity  of  this  wasted  ventila- 
tion. First,  the  reduced  CO2  tension  in  the  alveo- 
lar gas  and  the  release  of  humoral  substances 
from  the  embolus  result  in  airway  constriction 
which  tends  to  divert  ventilation  away  from  this 
embolized  region^’  Second,  hypercapnia 
stimulates  central  chemoreceptors  which  result 
in  increased  total  ventilation.  Third,  the  linear 
CO2  dissociation  curve  permits  functional  Ivmg 
units  to  increase  CO2  elimination. 

Our  patient  presented  with  a PaC02  of  59  in 
the  setting  of  a minute  ventilation  of  26  1/mi- 
nute. If  this  CO2  production  is  estimated  from 
his  body  weight,  an  effective  alveolar  ventila- 
tion of  only  3.5  1/min  would  he  required  to 
maintain  a PaC02  of  59.  The  marked  difference 
between  his  measured  minute  ventilation  of  26 
1/min  and  the  calculated  alveolar  ventilation  of 
3.5  1/min  was  due  to  ventilation  of  poorly  per- 
fused lung  regions. 

From  these  data  it  is  estimated  that  86  per 
cent  of  the  minute  vectilation  was  wasted;  this 
magnitude  corresponds  roughly  with  the  an- 
giographic estimation  that  65  per  cent  of  his 
pulmonary  vasculature  was  obstructed.  The 
apparent  failure  of  airway  constriction  to  shift 
ventilation  to  the  remaining  perfused  lung 
units  permitted  CO2  production  to  exceed  CO2 
elimination  resulting  in  significant  hypercap- 
nia. The  reason  this  compensatory  mechanism 
was  inoperative  is  unclear;  conceivably 
mechanical  ventilation  with  a fixed  tidal  vol- 
ume of  12  cc/kg  may  have  prevented  this  shift  in 
ventilation. 

Arterial  hypoxemia  (PaO2<80  mmHg)  is  pre- 
sent in  approximately  90  per  cent  of  individuals 
with  pulmonary  embolism  inspiring  room  air, 
and  has  been  demonstrated  to  be  proportional  to 
the  severity  of  the  vascular  obstruction^’ 

The  proposed  mechanisms  for  this  hypoxemia 
include  right-to-left  shunting^’  ^ diffusion  im- 
pairment, and  ventilation-perfusion  inequal- 
ity®' 

Evidence  that  right  to  left  shunting  was  the 
cause  of  hypoxemia  in  human  pulmonary  em- 
bolism has  been  presented,;  shunting  could  be 
decreased  significantly  by  positive  pressure 
ventilation®.  Atelectasis  was  believed  to  be  the 
cause  of  shunting®.  More  recent  studies  of  au- 
tologous pulmonary  embolism  in  dogs  using 


Fig.  I . Pulmonary  angiogram  showing  complete  absence  of  perfu- 
sion of  left  lung. 


multiple  inert  gases  to  derive  the  distribution  of 
ventilation  and  perfusion  suggest  that  the  1 
hypoxemia  is  caused  by  a shift  in  perfusion  to  I 
lung  units  with  low  ventilation-perfusion 
ratios®.  Pulmonary  embolism  resulted  in  no  in- 
crease in  shunting.  The  low  ventilation-perfu- 
sion ratios  in  non-embolized  lung  units  may  | 
result  from  a generalized  bronchoconstriction  i 
induced  by  the  release  of  humoral  substances 
from  the  emholus^®. 

Our  patient  demonstrated  a Pa02  of  397  after 
initiation  of  mechanical  ventilation  with  100 
per  cent  oxygen.  This  Pa02  corresponds  to  an 
A-aD02  of  approximately  113.  On  admission,  no 
arterial  blood  gases  were  obtained  on  room  air. 
This  minimal  increase  in  A-aD02  implies  that  j 
no  significant  right  to  left  shunting  was  pre-  ; 
sent.  This  lack  of  shunting  may  be  interpreted 
in  one  of  two  ways.  If  shunting  is  thought  to  be 
the  cause  of  the  hypoxemia  in  pulmonary  em- 
bolism, mechanical  ventilation  in  our  patient 
may  have  prevented  its  development.  Alterna- 
tively, if  ventilation-perfusion  inequality  is 
thought  to  be  the  cause  of  hypoxemia,  the  inha- 
lation of  100  per  cent  oxygen  would  be  expected 
to  abolish  any  increase  in  the  A-aD02  present 
on  room  air  breathing.  Since  no  measurements 
of  PaOa  on  room  air  were  made  in  our  patient, 
this  issue  cannot  be  resolved.  However,  the  im- 
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portant  point  is  that  presence  of  a relatively 
normal  A-aD02  on  100  per  cent  oxygen  should 
not  deter  the  physician  from  making  a tentative 


diagnosis  of  massive  pulmonary  embolism  in 
the  presence  of  a strongly  suggestive  history 
and  clinical  presentation.# 
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Book  Review 

Hearin.g  in  Children,  Second  Edition.  Jerry  L. 
Northern,  PhD  and  Marion  P.  Downs,  MA.  Bal- 
timore, Williams  and  Wilkins,  1978.  350  p. 

This  is  the  second  edition  of  the  authors’  effort  to 
deal  comprehensively  with  virtually  all  aspects  of  the 
titled,  subject.  Dr.  Northern  and  Ms.  Downs  are  in- 
deed well  qualified  for  the  task  by  virtue  of  consider- 
able innovative  work  in  this  area  and  their  many 
valuable  contributions  to  pediatric  audiologie  litera- 
ture. 

Perhaps  the  most  valuable  chapter  for  physicians 
is  the  first,  which  calls  attention  to  the  fact  that 
infants  and  children  with  relatively  mild  hearing 
loss,  such  as  seen  with  serous  otitis  media,  may  well 
be  at  risk  in  delayed  language  development  should 
the  hearing  loss  be  present  for  a significant  length  of 
time.  A number  of  convincing  studies  which  support 
this  hypothesis  are  reviewed. 

Another  interesting  concept,  probably  not  well  ap- 
preciated by  the  medical  community,  is  that  of  a 
critical  learning  period.  In  Chapter  F our,  the  authors 
maintain  that  if  certain  auditory  and  language  func- 
tions aren’t  developed  at  certain  age  levels,  there 
may  well  be  permanent  and  lasting  impairment  in 
these  areas;  they  point  out  repeatedly  the  importance 


of  early  detection  and  treatment  of  hearing  loss. 

The  remainder  of  this  book  of  interest  primarily  to 
the  audiologist  or  deaf  educator,  and  deals  exten- 
sively with  pediatric  audiologic  testing  and  screen- 
ing, amplification,  hearing  aids,  and  education  of  the 
hearing  impaired.  There  are  also  chapters  on  em- 
bryology, physiology,  and  anatomy,  as  well  as  the 
medical  aspects  of  hearing  - again  intended  primarily 
for  non-physicians. 

The  chapters  in  this  book  are  thoughtfully  and 
_ logically  arranged,  and  the  material  is  clearly  pre- 
sented and  accompanied  by  a very  extensive  biblio- 
graphy. There  is  an  appendix  with  descriptions  of 
(and  in  some  cases,  patient  photographs  of)  the  vari- 
ous congenital  hearing  loss  syndromes. 

My  only  criticism  is  that  the  information  and 
microphotographs  in  the  section  on  anatomy  and 
physiology  are  too  detailed  for  so  brief  a presentation. 

The  authors  have  accomplished  the  difficult  task  of 
writing  a book  for  a variety  of  disciplines  - pediatri- 
cians, otolaryngologists,  audiologists,  speech 
therapists,  deaf  educators  - and  have  done  it  well. 
There  is  no  other  publication  dealing  with  this  sub- 
ject comparably  in  scope  or  excellence. 

Patrick  W.  Kosmicki,  MD 
Denver,  Colorado 
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Yours  Truly™  by  Jobsf — its  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse,  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  forrri 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 

JOBST  DENVER  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
303/861-2007 


ORGANIZATION 


Rainer  Named  Secretary 

W.  Gerald  Rainer,  MD,  president  of  the  Denver  Medical 
Society  and  of  the  Denver  Academy  of  Surgery  has  been 
named  Secretary  of  the  Society  for  Thoracic  Surgery,  an 
international  organization. 

Keystone  to  be  Scene  of  Annual  Session 


Alexander  Assumes  Chair 

C.  Houston  Alexander,  MD,  director  of  obstetrics, 
gynecology,  and  perinatology  at  St.  Joseph  Hospital,  Den- 
ver, has  been  named  chairman  of  the  Colorado  Perinatal 
Care  Council,  organization  concerned  with  the  evaluation 
and  quality  care  for  newborns  and  mothers  throughout  Col- 
orado. 

Smyth  Honored  by  Internal  Medicine  Society 

Charley  J.  Smyth,  MD,  has  been  named  to  receive  the 
honor  of  "Distinguished  Internist”  for  1979,  an  award  made 
during  the  annual  meeting  late  in  April  of  the  American 
Society  of  Internal  Medicine.  The  honor  is  bestowed  upon 
those  members  of  the  ASIM  notable  for  contributions  in  the 
field  of  socio-economics  of  medicine. 

A clinic  and  public  meeting  on  arthritis  were  conducted  in 
February  in  I&emmling  under  the  sponsorship  of  the  Ar- 
thritis Foundation  and  Colorado  Department  of  Health  by 
Dr.  Smyth.  Smyth  is  president  of  the  Rocky  Mountain  Chap- 
ter of  the  Arthritis  Foundation. 

Rothman  Named  to  Academy 

Michael  L.  Rothman,  MD,  Cortez,  was  inducted  into  the 
American  Academy  of  Orthopaedic  Surgeons  at  the  46th 
annual  meeting  of  the  organization  in  San  Francisco  in 
February. 


The  109th  annual  session  of  the  Colorado  Medical  Society 
will  be  held  September  12  through  15  at  Keystone  Lodge, 
Keystone,  Colorado.  High  points  of  these  meetings  include 
the  Mouse  of  Delegates  meetings  on  September  12  and  15, 
and  scientific  meetings  September  13  and  14.  There  will  be  a 
special  legislative  meeting  September  13  for  doctors  and 
spouses.  Social  activities  will  include  golf,  tennis,  and  a 
barbeque.  Members  of  the  Society  are  urged  to  make  reser- 
vations now  for  the  entire  family. 


St.  Vincent  Hospital  Cancer  Fimd  to  Benefit 


The  first  annual  fine  art  show  and  sale  for  the  newly 
created  St.  Vincent  Hospital  Cancer  Fund  in  Santa  Fe,  New 
Mexico  will  take  place  July  5 through  8 at  the  Sweeney 
Convention  Center.  Works  by  fifty-one  prominent  Western 
artists  have  been  donated  to  the  Fund,  with  arrangements 
done  by  Margaret  Jamison  of  Sante  Fe,  Houston,  and  Tuc- 
son. A portion  of  sales  will  be  donated  to  the  Fund.  Sales  will 
take  place  on  the  evening  of  the  opening,  starting  at  7:30, 
following  a cocktail-buffet,  and  during  the  following  three 
days. 


Almost  Human. 

wild  animals  often  exhibit  behavior  which  is  almost  human. 
Brown  bears  are  a good  example.  They  travel  as  a family  unit  and 

for  themselves  against  the 


the  mother  teaches  the  cubs  to  fend 
pitfalls  and  dangers  that  life  sometimes  brings. 

And  just  as  the  bear  protects  her  young,  maybe  you  should 
look  at  the  protection  you  have  provided  for  yourself  and  your 
family.  What  would  happen  if  you  became  disabled  and  your 
income  was  stopped? 

That's  why  the  Colorado  Medical  Society  endorses  Disability'" 
Income  Protection  for  its  members.  Dis- 
ability Income  Protection  can  help  you  re- 
place that  "lost  income"  when  a covered 
sickness  or  accident  keeps  you  from  your 
practice.  And  your  plan  is  underwritten  by 
Mutual  of  Omaha,  the  people  who  bring  you 
Mutual  of  Omaha's  Wild  Kingdom. 

For  complete  information  about  Dis- 
ability Income  Protection,  mail  in  the 
coupon  or  call  the  Mutual  of  Omaha  repre- 
sentative nearest  you  for  personal,  courte- 
ous service. 


Tony  Occhiuto 

Suite  206 
902  North  Circle  Drive 
RO.  Box  9226 
Station  A 

Colorado  Springs,  Colorado  80952 
(305)471-1085 

Con  Litz 

Suite  300 

4800  Wadsworth  Plaza 
Wheat  Ridge,  Colorado  80033 


Frank  Zarlengo 

Suite  111,  Bldg.  3 
Plaza  6000 

6000  East  Evans  Avenue 
Denver,  Colorado  80222 
(503)758-3600 

Carl  Roderick 

Greeley  National  Plaza 
Suite  660 
827  Eighth  Street 
Greeley,  Colorado  80631 


(503)  423-2710 


(303)352-5296 
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Colorado 

Doctor  Billy  June  Carter  of  Sterling  died  January 
23,  1979. 

Doctor  Carter  was  bom  June  21, 1921  in  Chappell, 
Nebraska,  and  attended  schools  in  Chappell.  He  en- 
tered the  University  of  Nebraska,  receiving  his  BS  in 
1943.  He  entered  the  University  of  Nebraska  Medical 
School  at  Omaha  and  received  his  MD  in  1946,  when 
he  was  also  commissioned  a second  lieutenant  in  the 
U.S.  Army.  He  also  received  an  M.  Sci.  in  Radiology 
from  the  University  of  Colorado  Medical  School. 

Doctor  Carter  served  at  Francis  E.  Warren  AFB  in 
Wyoming  from  1948  when  he  was  chief  of  EENT  and 
deputy  hospital  commander  until  he  was  transferred 
to  Fitzsimons  Army  Hospital  in  1951  as  a chief 
radiologist  until  1954.  He  returned  to  Warren  AFB 
and  resumed  his  previous  duties,  and  was  awarded 
the  Air  Force  Commendation  Medal  for  his  work 
there. 

In  1957  Doctor  Carter  was  transferred  to  Alaska, 
and  was  Radiological  Consultant  to  the  Alaskan  Air 
Command  at  Elmendorf  Air  Force  Base,  and  was  also 
a flight  surgeon.  He  took  his  discharge  from  the  air 
force  as  a Lt.  Colonel  in  1958. 

Doctor  Carter  moved  to  Sterling,  Colorado  in  1959 
where  he  joined  Dr.  E.E.  Tennant  in  a radiology  prac- 
tice. 

Doctor  Carter  served  on  the  staffs  of  m.any  north- 
eastern Colorado  hospitals. 

He  was  active  in  affairs  of  the  Colorado  Medical 
Society,  and  served  as  president,  vice  president,  sec- 
retary, and  treasurer  of  the  Northeast  Colorado  Med- 
ical Society.  He  was  also  a member  of  the  American 
Medical  Association,  the  American  College  of 
Radiology,  the  Radiology  Society  of  North  America, 
and  the  Canadian  Radiological  Society. 

Doctor  Carter  is  survived  by  his  widow,  Thelma,  to 
whom  he  had  been  married  June  12, 1943  in  Omaha, 
and  five  children,  Mrs.  Susan  J.  Orem,  Rochester, 
New  York,  and  Miss  Mary  Claire  Carter, 
Washington,  D.C.,  Thomas  B.  Carter,  New  York,  J. 
Christopher  Carter,  Boulder,  and  William  F.  (Buff) 
Carter  of  Niwot,  Colorado. 


Doctor  Bancroft  was  the  first  doctor  in  Colorado 
Springs  to  become  Man  of  the  Y ear,  an.  honor  from  the 
University  of  Colorado  Medical  School  Alumni. 

Doctor  Bancroft  was  an  attending  physician  in  all 
Colorado  Springs  hospitals,  and  Chief  of  Staff  at  St. 
Francis  and  Memorial  hospitals.  Doctor  Bancroft 
served  during  World  War  I as  a major  on  the  sur- 
geon’s staff  of  the  Rainbow  Division. 

Doctor  Bancroft  was  a leader  in  local  orthopaedic 
surgical  programs,  and  he  himself  performed  over 
1500  operations  on  children  as  a Rotary  Club  pro- 
gram providing  free  medical  attention. 

Doctor  Bancroft  was  president  of  the  El  Paso  Medi- 
cal Society  in  193 7 , and  was  a member  of  the  Colorado 
Medical  Society  and  the  American  Medical  Associa- 
tion. 

He  was  a founding  member  of  the  American  Board 
of  Plastic  Surgery,  a member  of  the  Royal  and  Inter- 
national Colleges  of  Surgeons,  and  was  a dipiomate  of 
the  American  Board  of  Plastic  Surgeons. 

Doctor  Bancroft  was  married  in  1938  to  Ruth  Bruce 
who  survives,  has  two  sons,  David  Bancroft,  Phoenix, 
Arizona,  and  George  W.  Bancroft,  Jr.,  Huntington 
Beach,  California. 


Doctor  Leo  Aquinas  Conway  who  was  a 
specialist  in  allergy  problems  in  Denver  before  mov- 
ing to  Phoenix  died  there  on  February  18,  1979. 

Doctor  Conway  was  bom  September  1,  1894  in 
Eima,  Iowa,  and  attended  Campion  High  School  in 
Prairie  du  Chien,  Wisconsin,  Creighton  University 
in  Omaha,  and  took  his  MD  at  St.  Louis  University. 
He  first  practiced  in  Colorado  Springs  before  coming 
to  Denver. 

He  was  a member  of  the  Denver  and  Colorado  m.ed- 
ical  societies,  and  of  the  American  Medical  Associa- 
tion. He  was  the  first  doctor  to  be  listed  under  the 
American  College  of  Allergists,  and  was  a Fellow  of 
the  American  Association  for  Clinical  Immunology 
and  Allergy.  He  was  a Dipiomate  of  the  American 
Board  of  Clinical  Immunology  and  Allergy. 

His  first  marriage  to  Beeca  Ermil  Eldridge  ended 
in  divorce.  He  was  married  October  21, 1960  to  Emma 
Pearson  Chaudet,  who  survives. 


Doctor  George  William  Bancroft,  Colorado 
Springs,  died  March  30,  1979,  at  the  age  of  88. 

Doctor  Bancroft  was  born  in  Colorado  Springs 
October  13,  1889,  and  attended  schools  there, 
graduating  from  Colorado  College,  and  in  1915 
graduating  from  the  University  of  Colorado  Medical 
School.  Doctor  Bancroft  attended  graduate  school  at 
the  University  of  Pennsylvania  Medical  School  of 
Surgery.  Later  he  did  postgraduate  study  in  surgery 
at  the  Royal  College  of  Medicine  in  London.  In  1974 
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A reminder 

ZYIOPRIM 

(allopurinol) 


100  and  300  mg  scored  Tabled 


{ 

• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 

depositions  in  synovia 

• reduces  risk  of  uric 
acid  lithiasis 


( 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drup  and  strict  attention  shouid  be  given  to  the 
indications  for  its  use.  Pending  further  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation; 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  ieukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CDNTRAINDICATIONS;  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 
WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens-Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim.  This  drug  shouid  not  be 
administered  to  immediate  relatives  of  patients  with 
idiopathic  hemochromatosis. 

In  patients  receiving  Purinethoi^  (mercapto- 
purine)  or  Imuran‘S  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyioprim  per  day 
will  require  a reduction  in  dose  to  approximateiy 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  Imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Pregnancy  and  Women  of  Childbearing  Age: 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  if  the  potential 
benefits  to  the  patient  are  weigned  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  reported  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  suificient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  iowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNiNGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


GastrointesUnai:  Nausea,  vomiting,  diarrhea,  and  int:' 

mittent  abdominal  pain  have  been  reported. 
Vascular:  There  have  been  rare  instances  of  a geneii 
ized  hypersensitivity  vasculitis  or  necrotizing  angii 
which  nave  led  to  irreversible  hepatotoxicity  and  dec| 
Hematopoietic:  Agranulocytosis,  anemia,  aplas  j 
anemia,  bone  marrow  depression,  leukopenia,  pan-j 
topenia  and  thrombocytopenia  have  been  reporlj 
in  patients,  most  of  whom  received  concomitant  dfi» 
with  potential  for  causing  these  reactions.  Zylopriifc 
(allopurinol)  has  been  neither  Implicated  nor  exclud 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  periphel 
neuritis  occurring  while  patients  were  taking  Zylopr . 
Drowsiness  has  also  been  reported  in  a few  patient 
Ophthalmic:  There  have  been  a few  reports  of  catarait 
found  in  patients  receiving  ^loprlm.  It  is  not  knot 
if  the  cataracts  predated  the  Zyloprim  therapy.  "Tox ' 
cataracts  were  reported  in  one  patient  who  ar 
received  an  anti-inflammatory  agent;  again,  the  tii^ 
of  onset  is  unknown  In  a group  of  patients  tollowl 
by  Gutman  and  Yu  for  up  to  five  years  on  Zylopil 
therapy,  no  evidence  of  ophthalmologic  effect  attrib^ 
able  to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  id^ 
syncrasy  have  been  reported  in  a few  patients.  Tli 
was  characterized  by  fever,  chills,  leukopenia  or  leul- 
cytosis,  eosinophilia,  arthralgias,  skin  rash,  pruritij 
nausea  and  vomiting, 

OVERDOSAGE:  Massive  overdosing,  or  acute  poisit 
ing,  by  Zyloprim  has  not  been  reported. 

HOW  SUPPLIED:  100  mg  (white)  scored  tablei|' 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tabled 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  ear 
strength  also  available. 

Complete  information  available  from  your  local  B. 
Co.  Representative  or  from  Professional  Sen/ices  Depa'i 
ment  PML. 

U.S.  Patent  No.  3,624,205  (Use  Pate' 

/ Burroughs  Wellcomo  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


V-CiUin 

penicillin  V potassium 


is  the  most  vsddely  prescribed  brand  of  oral  penicillin 


V-CillinK® 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium  salt  of 
penicillin  V.  This  chemically  improved  form 
combines  acid  stability  with  immediate 
solubility  and  rapid  absorption. 

Indications:  For  the  treatment  of  mild  to 
moderately  severe  pneumococcal  respiratory 
tract  infections  and  mild  staphylococcal  skin 
and  soft-tissue  infections  that  are  sensitive  to 
penicillin  G.  See  the  package  literature  for 
other  indications. 

Contraindication;  Previous  hypersensitivity 
to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been  reported. 
Some  patients  with  penicillin  hypersensitivity 
have  had  severe  reactions  to  a cephalosporin; 
inquire  about  penicillin,  cephalosporin,  or  other 
allergies  before  treatment.  If  an  allergic  reaction 
occurs,  discontinue  the  drug  and  treat  with  the 
usual  agents  (e.g.,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in  individuals 
with  histories  of  significant  allergies  and/or 
asthma.  Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea,  vomiting. 


gastric  dilatation,  cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients  will  not 
absorb  therapeutic  amounts  given  orally.  In 
streptococcal  infections,  treat  until  the  organism 
is  eliminated  (minimum  of  ten  days).  With 
prolonged  use,  nonsusceptible  organisms, 
including  fungi,  may  overgrow;  treat 
superinfection  appropriately. 

Adverse  Reactions:  Hypersensitivity,  including 
fatal  anaphylaxis.  Nausea,  vomiting,  epigastric 
distress,  diarrhea,  and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions  resembling  serum 
sickness  (including  chills,  edema,  arthralgia, 
prostration),  laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic  anemia, 
leukopenia,  thrombocytopenia,  neuropathy,  and 
nephropathy,  usually  with  high  doses  of 
parenteral  penicillin.  (1021751 

*Equivalent  to  penicillin  V. 


Additional  information  available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


900416 


FOR  SALE 


TRACE  - RAY  300  M.A.  X-RAY  UNIT,  COMPLETE 


HODGES  X-RAY  COMPANY 

G.P.  Table/tubestand  with  Bucky 
Can/AM  Control  and  Transformer 
Hodges  X-Ray  Collimation  system  w/wall  casette  holder 


EUREKA  X-RAY  TUBE  COMPANY 

Tube 

1 pair  high  voltage  cables 


This  Machine  was  purchased  new  in  1975  for  $10,650.00 
and  has  seen  very  limited  use.  it  is  fully  guaranteed. 

Location:  Gaylord  Medical  Building 
1855  Gaylord  Street 
Denver,  Colorado 

Price:  $6,975.00  Total  Dealers  Welcome 

Call  Owner  at  (303)  366-0682  in  Denver 
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WANT.  ADS 


MEDICAL  OPPORTUNITIES 

WYOMING  - OB/GYN,  Family  Practitioners  and  Internists  needed. 
Beautiful  recreational  area.  New  $10,000,000  community  hospital. 
Rapid  growth  area.  Population  60,000.  Contact  Medical  Affairs 
Committee,  P.O.  Box  1527,  Rock  Springs,  WY  82901.  Include 
resume.  1178-13-6B 


PHYSICIANS  SOUGHT  BY  OUR  HOSPITAL  and  Health  Care 
clients.  As  leaders  in  physician  recruitment,  we  can  help  you  meet 
the  right  people.  All  fees  are  paid  by  the  hiring  institution.  Immediate 
openings  in  Rocky  Mountain  region  for  ER  Physicians,  Anes- 
thesiologists, Pediatrician,  OB/GYN,  General  Surgeon,  Ortho-Sur- 
geon, Internist,  Family  Practice,  Neuro-Surgeon.  Call:  Roth  Young, 
(303)  753-1272  or  send  resume  in  confidence  to  2755  South  Locust 
Street,  # 1 14,  Etenver,  Colorado  80222.  One  of  the  26  offices  coast 
to  coast.  179-4-3B 

WANTED:  General  Internist  - Board  certified  or  eligible  wanted  to 
join  established  Internist  in  Northeast  Colorado.  Send  resume  to 
Richard  C.  Lamb,  MD,  1405  South  8th  Avenue,  Sterling,  Colorado 
80751.  179-6-3B 

WANTED:  BOARD  CERTIFIED  OR  BOARD  ELIGIBLE 
INTERNIST,  general  or  with  subspecialty.  University  community 
of  40,(XX)  with  drawing  area  of  about  100,(X30.  1 hour  from  ocean, 
mountains,  or  desert.  6 months  guaranteed  income.  JACH  approved 
hospital,  licensed  for  195  beds.  Resume:  Box  1506,  Loma  Linda, 
California  92354.  379-6-2B 

PHYSICIANS  ASSISTANT  - 1975  graduate,  current  NCCPA  cer- 
tification. A new  12-man  specialty  clinic  and  my  doctors’  service  to 
BCBS  necessitates  my  seeking  employment.  I would  like  to  join  a 
one  or  two  man  group  in  a small  town.  I have  been  well  trained  in 
general  practice  and  have  a wide  array  of  interests.  I would  welcome 
a call  to  discuss  this  further.  Charles  Scott,  PA,  620  Country  Club 
Road,  #2D,  Pratt,  Kansas  67124.  Call:  (316)  672-5858  or  672- 
5559.  379-9- IB 

HELENA  and  BUTTE,  MONTANA  - Board  Certified  or  Board 
Eligible  (ABPN)  to  Join  a staff  of  4 psychiatrists  in  progressive  rural 
Community  Mental  Health  Center  with  a high  quality  multidiscipline 
staff  in  beautiful  scenic  mountainous  area  with  hunting,  fishing, 
skiing,  and  other  outdoor  recreation.  Position  involves  providing 
psychiatric  services  to  all  phases  of  established  programs  with  li- 
mited travel  involved.  Salary  range  mid  $40,000’s  depending  on 
experience.  Excellent  fringe  benefits  including  paid  health  insur- 
ance, paid  educational  leave,  plus  help  with  relocation  expense. 
Send  resume  to:  Brian  Davis,  MD,  Clinical  Director,  512  Logan, 
Helena,  Montana  5960 1 , or  call  collect  to:  C.  Joe  Harrington,  MSW, 
Executive  Director,  (406)  442-0310.  579- 1-1 B 

OPENINGS  IN  FAMILY  PRACTICE,  OBSTETRICS,  GYNE- 
COLOGY, ORTHOPEDICS  in  established  Denver,  Colorado 
growth-oriented  multispecialty  group.  Send  CV  to  David  F.  Crow- 
der, MD,  Medical  Director,  The  Etenver  Clinic,  701  East  Colfax 
Avenue,  Denver,  Colorado  80203  or  call:  (303)  831-7171. 

579-2- IB 

LOCUM  TENENS  STAFF  needed  by  Mountain  States  Medical 
Associates,  Inc.,  providing  short  term  coverage  for  busy  Montana, 
Idaho,  Wyoming  practices.  Only  well  trained  experienced  FP  or  ER 
specialists  need  apply.  Interested  MD’s  send  resume  to  D.  F.  Cook, 
MD,  Box  3786,  Butte,  Montana  5970 1 . Call:  (406)  723-9239.  579- 
3-2B 


STUDENT  HEALTH  SERVICE  AT  UNIVERSITY  OF  WYO- 
MING. The  position  of  Medical  Director  will  be  open  August  1, 
1979.  The  Student  Health  Service  is  administered  by  the  College  of 
Humman  Medicine,  and  serves  9,000  students  on  the  campus  at 
Laramie,  Wyoming.  There  are  three  other  staff  physicians,  two 
nurse  practitioners,  and  a supporting  staff  of  2 1 . The  Health  Service 
has  its  own  laboratory,  x-ray,  pharmacy,  physiotherapy  unit,  infir- 
mary (6  beds)  and  mental  health.  Medical  Director  must  obtain 
Wyoming  license,  and  is  eligible  for  faculty  appointment  in  College 
of  Human  Medicine.  Director  should  have  primary  care  training 
and/or  experience  and  strong  interest  in  developing  innovative 
programs  for  improving  clinical  and  preventive  services  as  will  as 
creating  new  educational  programs  for  students  and  families . T wel  ve 
month  position,  salary  competitive.  Submit  resume  by  June  30,  1979 
to  Joel  Lanphear,  PhD,  Acting  Dean,  College  of  Human  Medicine, 
University  of  Wyoming,  Box  3433,  University  Station,  Laramie 
Wyoming  82071.  THE  UNIVERSITY  OF  WYOMING  IS  AN  AF- 
FIRMATIVE ACTION/EQUAL  OPPORTUNITY 
EMPLO’fTR.  579-4- IB 

EMERGENCY  ROOM  PHYSICIAN.  Excellent  opportunity  for 
second-career  physician  with  skills  in  general  practice  seeking  regu- 
lar hours  and  opportunities  in  acute  care  medicine.  Three-man  FD 
group  looking  for  fourth  in  a 500  bed  community  hospital.  $20,000 
plus  annual  visits  with  full  specialty  backup.  Teaching  and  EMS 
development  as  desired.  American  medical  graduates  with 
errergency  experience  preferred.  Corporate  benefits  package  in  ex- 
cess of  $75,000.  Write:  Emergency  Physicians  of  Topeka,  3408 
Randolph,  Topeka,  Kansas  6661 1 . Call  (913)  354-6 1(X).  579-5-4B 

HEALTH  SERVICE  PHYSICIAN  - GP,  or  FP,  or  INTERNIST  to 
share  out-patient  care  and  treatment  for  6000  plus  students  on  the 
attractive  Midwest  campus  of  South  Dakota  State  University.  Ex- 
ceptional staff  and  facilities  for  student  care.  Excellent  hours.  Free 
weekends.  Flexible  contract:  9-12  months.  Must  be  interested  in 
providing  general  primary  medical  care  for  college  age  population. 
Very  competitive  salary  with  excellent  fringe  benefits.  Some  experi- 
ence in  adolescent  or  college  practice  is  beneficial  but  not  required. 
Applications  accepted  through  June  1,  1979,  or  until  suitable  applic- 
ant is  found.  Send  resume  and  two  references,  or  call  collect:  James 

O.  Pedersen,  Dean  of  Student  Services,  South  Dakota  State  Univer- 

sity, Brookings,  South  Dakota,  57007,  (605)  688-4121 . The  Univer- 
sity is  an  Affirmative  Action/Equal  Opportunity  Employer 
(Female/Male).  579-6- IB 

GP/FP  needed  in  Colorado  Springs  to  join  two  others  in  three  man 
association.  Share  office  expenses,  personnel,  and  call  schedule. 
Practice  includes  obstetrics.  Contact  Jack  Paap,  MD,  1255  Lake 
Avenue,  Colorado  Springs,  Colorado  80906,  or  phone:  (303)  576- 
3901.  579-7-3B 

NEEDED:  General  Internist  or  Family  Practitioner,  Board  eligible  or 
Board  certified  to  join  three  MD’s  and  one  PA  in  thriving  primary 
care  clinic.  Clinic  in  outlying  town,  17  miles  from  a hospital  with  all 
major  subspecialties  and  services  available.  Occupational  medicine 
and  pediatrics  practiced.  Write:  Palisade  Family  Practice  Clinic, 

P. O.  Box  920,  Palisade,  Colorado  81516,  or  call:  (303)  464-5183. 

579-9-TFB 

FARMINGTON,  NEW  MEXICO  (near  Durango,  Colorado).  Pri- 
mary care  at  ambulatory  care  clinic,  no  night  call  or  hospital  rounds; 
$40,000  guarantee  plus  benefits;  New  Mexico  license  required.  Call: 
Dr.  Joe  Gatewood’s  staff,  (303)  471-4981,  or  toll  free.  1-800-325- 
3982.  579-10-TFB 
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BOULDER  COLORADO  OB/GYN  PRACTICE  for  sale.  Available 
this  summer.  Please  respond  in  writing  to  Mr.  George  Hunt,  Medical 
Resources,  999  Alpine,  Boulder,  Colorado  80302.  579-21-lB 

AMERICAN  PARA  PROFESSIONAL  SYSTEMS  seeks  physicians 
to  do  basic  examinations  on  mobile  basis.  Flexible  hours,  full  orpart 
time.  Looking  for  physicians  in  Denver  area  and  rest  of  state.  Call: 
Martin  Selden,  Director,  (303)  758-3124,  or  write  APPS,  2020 
South  Oneida  Street,  Suite  #11,  Denver,  Colorado,  80224.  579- 
27-IB 


DERMATOLOGY  PRACTICE  IN  DENVER  METROPOLITAN 
AREA.  Walking  distance  to  hospital.  Practice  is  1 % years  old.  Want 
board  elected  or  board  certified  dermatologist  to  take  over.  Am 
leaving  for  academic  position.  R.  Wright,  MD,  Suite  300, 8380  Zuni 
Street,  Denver,  Colorado  80221 , or  Call:  (303)  426-4525  579-24- IB 


PROPERTIES  ~ FOR  LEASE 

PROPERTIES  FOR  LEASE:  Pueblo,  Colorado  - Ultra  modem 
medical  space  available.  Parkview  Medical  Arts  Building,  17th  and 
Greenwood.  Will  remodel  to  suit  each  individual’s  needs.  Building 
has  X-ray  laboratory  and  Pharmacy  plus  all  other  services  nearby  for 
your  convenience.  Contact  Dan  Molello,  CPM  — Jones-Healy, 
Inc.,  119  West  6th  Street,  Pueblo,  Colorado  81003  or  phone  (303) 
545-8181.  179-5-6B 

FOR  LEASE:  Medical  office  suites  in  prestigious  South  Denver 
Medical  Building,  2465  S.  Downing,  across  from  Porter  Hospital, 
and  only  minutes  to  Swedish  Hospital.  From  500  to  3000  sq.  ft. 
available  now  at  the  annual  rental  rate  of  $7.50/sq.  ft.  Can  modify 
space  to  suit  your  needs.  X-ray  lab  and  pharmacy  on  premises. 
Excellent  off-street  parking.  Phone  or  write:  L.  Ted  Benton,  Gar- 
rett-Bromfield&  Co.,  (303)  572-3400,  or 730  17th  Street,  Suite  820, 
Denver,  Colorado  80202.  Broker  participation  invited.  379-7-lB 

FOR  LEASE:  COLORADO  SPRINGS  OFHCE  SPACE  across 
from  Penrose  Hospital.  622  square  feet,  shared  space  with  OB/GYN. 
For  details  contact:  Herbert  E.  Thomson,  MD,  213!  North  Tejon 
Street,  Colorado  Springs,  Colorado  80907,  or  call:  (303)  473- 
0553.  379-15-TFB 

FOR  LEASE:  Medical  office  space  in  Lakewood,  Colorado  build- 
ing. Suite  for  one  doctor  and  some  equipment  available.  Immediate 
referrals.  Call:  (303)  238-4811.  579-12-TFB 

UNIQUE  OPPORTUNITY:  We’ll  help  you  establish  your  office  in 
the  NEWEST  area  of  the  rapidly  developing  community  of  Love- 
land, Colorado.  Being  a professional  myself,  I know  that  this  is  an 
exceptional  opportunity.  If  you  are  the  right  man  we’li  give  you  the 
assistance  you  need.  Call:  Mr.  Warner  in  Loveland,  at  (303)  669- 
3030.  579- 14- IB 

NEW  PROFESSIONAL  BUILDING  WITH  MAGNIHCENT 
MOUNTAIN  VIEW.  One  1300  square  foot  space  now  available  for 
lease.  Located  five  minutes  from  hospital,  in  very  desirable  area  near 
Colorado  Springs  major  shopping  center.  Call:  J.A.  Mach  DDS, 
(303)  633-8010.  579-!  8- IB 


MEDICAL  OFFICE  BUILDING  IN  FORT  COLLINS  FOR  LEASE 
OR  SALE.  1700  square  foot  upstairs  and  1700  in  garden  level.  Could 
be  managed  as  two  separate  office  complexes.  Near  hospital.  Avail- 
able November  1,  1979.  Contact:  Drs.  Wells  or  Smith,  1217  East 
Elizabeth  Street,  Fort  Collins,  Colorado  80524,  or  call:  (303)  484- 
1757.  579-20-2B 


MEDICAL  OFFICE  SPACE  AVAILABLE.  Office  or  suites  in 
Gaylord  Medical  Building,  1855  Gaylord  Street,  near  Presbyterian 
and  St.  Joseph  hospitals.  Meal  for  individual  and  groups.  Includes 
office  and  examining  rooiiB,  laboratory  and  x-ray.  Liberal  lease  with 
cost  of$9.50per  square  foot,  includes  all  utilities.  Janitorial  service, 
and  more  than  adequate  parking.  Building  is  air  conditioned,  with 
elevators.  Please  call:  (303)  757-5906,  or  write;  Anker  Investments, 
2221  S.  Poplar  Street,  Denver,  Colorado  80224.  579-22-lB 

FOR  LEASE;  PREMIUM  OFHCE  SUITES  IN  SOUTHEAST 
DENVER.  Highline  Professional  Building,  2250  South  Oneida, 
Denver,  Colorado,  one  block  east  of  Monaco  Parkway  at  East  Evans 
Avenue.  Only  three  suites  left.  Call:  J.  Mistovich  (303)  759-8222 for 
details.  759-23- IB 


WANTED;  Physician  to  share  fully  equipped  office,  including  con- 
sultation, examination  and  waiting  rooms.  400-1300  square  feet 
availabte  in  new  medical  building  at  3005  East  1 6th  Ave.,  Denver. 
$5.00  square  foot.  Call  (303)  388-1605.  179-1-18 

HAWAIIAN  CONDOMINIUMS  FOR  RENT.  Fully  equipped  for 
housekeeping.  Two-bedroom,  each  with  bath.  Hawaii  as  its  best,  at 
Kona  on  scenic  ocean  front.  $ 1 100/month,  May  through  November; 
$1500  December/ April.  Call:  Alice  Maercklein,  (303)  789-9571,  or 
Write:  3456  South  Clayton  Street,  Englewood,  Colorado,  , 

80110.  579-26-IB  I 


PROPERTIES 


FOR  SALE 


I 


MEDICAL  BUILDING  SCHEDULED  FOR  COMPLETION,  > 
SPRING  1980,  in  center  of  affluent  Southeast  Denver  community.  , 
Seeking  Doctor/Dentist  tenants.  Offering  an  optional,  attractive  j 
owner-participation  plan.  Please  call:  Mrs.  Von  Eissler,  at  (303)  ) 

761-7677,  at  Consolidated  Industries,  Inc.  579-28-lB  j 

CHERRY  CREEK  EAST.  SERENITY  best  describes  this  softly  j 
contemporary  two  story  home.  Picture  a master  bedroom  suite  i 
warmed  by  its  own  fireplace.  Master  bath  overlooks  the  solarium 
below.  Spacious  living  room  with  cathedra!  ceiling,  family  room  and 
dining  room,  divided  by  double  fireplace.  1.8  acre  site  with  superb 
mountain  view.  3 car  garage,  and  much,  much  more.  This  unique 
custom  home  is  now  under  construction  at  6380  South  Olathe  Street. 
$230,000.  For  details  please  call  NOEL  at  (303)  234- 1 776  or  VONN 
at  (303)  422-3853.  RE/MAX  Suburban,  Inc.  — 232-1920 

579-15-1 


JUST  WHAT  THE  DOCTOR  ORDERED!.  SPACIOUS  malical 
building  in  prime  Aurora  location.  Close  to  hospitals.  Six  examining 
rooms.  Two  offices.  X-ray  facilities,  storage,  large  waiting  area.  Air 
conditioning,  landscape,  parking.  Call:  Sunny  (303)  934- 


MISCELLANEOUS 

LEGAL  SERVICES  FOR  DOCTORS.  Anthony  Stumiolo  and 
Richard  Yolles,  Attorneys  at  Law.  Formation  of  Professional  Cor- 
porations. Collection  Services.  Reasonable  rates.  Park  Avenue  Law 
Building.  936  East  !8th  Avenue,  Denver,  Colorado  80218.  Cal!: 
(303)  861-7717.  379-11-3B 

FOR  SALE:  500MA,  CGR  X-ray,  Image  Intensifier  w/TV  Monitor 
and  Camera,  cost  $180,000(i.e.,  new).  Only  six  years  old,  $28,000 
installed  and  guaranteed.  Plaza  Medical,  Inc.,  Denver.  Call:  (303) 
771-6210.  379-18-3B 

MEDICAL  TYPING  DESIRED.  Expert  typist  with  background  in 
hospital  medical  records  transcription  and  doctor’s  office  medical 
typing  desires  typing  to  do  at  home.  Have  own  IBM  Selectric  II. 
Prefer  work  from  South  Suburban  area  of  Denver.  Can  pick  up  and 
deliver  work.  Call:  (303)  773-0775.  579-8-lB 
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FOR  SALE:  Medical  instruments,  practically  new.  Treadmill,  car- 
diogram, defibrilator,  13.5  liter  respirometer,  examining  table,  etc. 
George  Meszaros,  3201  East  Second  Avenue,  Denver,  Colorado, 
80206.  Call:  (303)  322-4212.  579-1 1-2B 

FOR  SALE:  Matching  Examining  Room  Set,  including  (1)  Exami- 
nation table  with  stirrups,  (2)  Instrument  side  cabinet,  (3)  Stool,  (4) 
Adjustable  light,  and  (5)  Waste  can.  Call  for  details:  (303)  555- 

5477.  579-17-lB 

ASPEN  MUSHROOM  CONFERENCE.  Identification  of  edible, 

poisonous,  and  hallucogenic  mushrooms.  Treatment  of  mushroom 
poisoning.  Microscopy.  Novice  and  advanced  course.  AMA  Cate- 
gory 1.  July  29-August  3,  1979,  at  Wildwood  Inn,  Snowmass-at- 
Aspen,  Colorado.  Contact:  Beth  Israel  Hospital,  1601  Lowell 
Boulevard,  Denver,  Colorado  80204,  or  call:  (303)  825-2190,  Ex. 
550.  579- 16- IB 


SELF-ESTEEM  AND  ROMANTIC  RELATIONSHIPS,  an  inten- 
sive experiential  workshop  to  be  conducted  by  Dr.  Nathaniel  Bran- 
den  July  12-15,  1979.  Dr.  Branden  will  spieak  on  “MAN-Woman 
Relationships”  May  22,  8 P.M.  at  St.  Thomas  (Thurch,  2201  Dexter 
Street,  Denver,  $2.00  donation.  For  information  call  Jan  Prince 
(303)  832-8187.  579-19-lB 


You  Can  Order 
REPRINTS 

of  any  feature  or  advertisement 
appearing  in 

The  Rocky  Mountain  Medical  Journal. 

Orders  must  be  placed  within  15  days  after 
date  of  publication.  Minimum  charge  applies 
for  100  copies  or  less. 

The  cost  is  very  reasonable 

for  further  information  write  to — 

The  Rocky  Mountain 
Medical  Journal 

1601  East  19th  Avenue 
Denver,  Colorado  80218 
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MEDICINE 


^ 

OR  BUSINESS? 


If  you  feel  you’re  practicing  business 
instead  of  medicine,  why  not  consider  an 
alternative?  Medicine  can  still  be  a great 
way  of  life  . . . with  reasonable  hours, 
opportunities  for  specialization, 
and  emphasis  on  patient  care  instead 
of  paperwork. 

Air  Force  medicine  may  be  an  exciting 
alternative  for  you.  We  would  like  to  tell 
you  more  . . . about  our  opportunities  for 
specialization,  our  excellent  compensation 
package,  and  30  days  of  paid  vacation 
each  year.  Call  now. 


SALT  LAKE  CITY 
DENVER 


(801)  524-4008 
(303)  837-4525 
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WHY  SHOULD  A PHYSIUIAA  BE 
COACERAED  ABOUT  HOSPITAL 
MAAAGEMEAT? 


Because  we  think  it  affects  your  patient's  care. 

Employee  confidence  in  hospital 
management  improves  morale  and  attitude: 
two  major  prescriptions  in  the  care  your 
patients  receive. 

Shared  Service  Systems,  a non-profit 
organization  of  over  90  health  care  institutions 
in  the  Midwest,  can  provide  complete 
management  for  your  facility  including  a highly 
trained  administrator  and  back-up  support  if 
and  when  required. 


for  more  information 
contact 


At  Shared  Service  Systems,  our  management 
philosophy  is  to  provide  effective  modern 
management  to  your  hospital  so  thot  your 
patients  will  continue  to  receive  local,  cost 
effective  health  services. 

We  thought  you  should  know  about  us. 


SHARED  SERVICE  SYSTEMS 
1 725  So.  20th  Street 
Omaha,  Nebraska  68108 
or  Phone:  (402)  346-9008 
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HOW  DO  YOU  CHOOSE 
A DOCTOR-OWNED 
MEDICAL  MALPRACTICE 
INSURANCE  COMPANY? 


YOUR  QUESTIONS: 

1.  Does  the  Company  offer  what  I need  in  Coverage  and  Policy 
Benefits? 

2.  Is  the  Company  financially  sound? 

3.  Does  the  Company  offer  a consistent  management  philosophy 
geared  to  not  making  the  mistakes  of  the  past? 

OUR  ANSWERS: 

1.  We  offer  coverage  limits  of: 

$500,000/$!, 500, 000 
and 

$1  Million/$3  Million 

2.  We  have  the  largest  financial  surplus  of  any  Doctor-Owned  Medical 
Malpractice  Insurance  Company  in  the  Western  United  States. 

3.  Our  consistency  is  reflected  in  the  fact  that  we  are  the  only 
Doctor-Owned  Company  in  California  to  prospectively  set  rates  and 
retrospectively  return  dividends  based  on  a gain  from  operation. 


) Your  best  choice  for  Medical  Malpractice  Insurance  is  The  Doctors’ 

Company.  One  out  of  every  five  doctors  in  private  practice 
.J'  throughout  California  is  insured  by  us. 


THE  DOCTORS'  COMPANY 

AN  INTERINSURANCE  EXCHANGE 


WYOMING  RESIDENT  AGENT 
Edward  P.  McCarthy 
1 32  North  Kimball  St. 
Casper.  Wyoming  82601 
(307)  235-6696 


The  Doctors'  Company  is  authorized  to  offer  and  sell  medical  malpractice  insurance 
and  to  accept  surplus  deposits  in  connection  with  medical  malpractice  insurance 
in  the  states  of  California  and  Wyoming.  In  addifion.  The  Doctors  Company  is  an 
authorized  Surplus  Lines  carrier  in  the  state  of  Nevada.  No  offer  to  sell  or  solicita- 
tion of  an  offer  to  buy  insurance  is  made  in  any  state  in  which  The  Doctors  Company 
IS  not  an  authorized  carrier.  No  offer  to  sell  or  solicitation  of  an  offer  to  buy  securities 
IS  made  hereby  in  any  state. 

I 
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Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,(X)0 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets 


INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in.  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 

CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 

WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  bums,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 

When  using  neomycin-containing  products  to  control 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching;  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 


PRECAUTIONS:  As  with  other  antibacterial  prepara- 
tions, prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 
Appropriate  measures  should  be  taken  if  this  occurs. 


ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 


Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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109TH  AHHKTUAL  SESSIOKF 

COLORADO 
MEDICAL  SOCIETT 

SEPTEMBER  18-15, 1979 
KETSTOWE-AT-DILLON, 
COLORADO 

Wednesday,  September  12 

Registration  - 8:30  a.m. 

House  of  Delegates  - First  Meeting  - 9:30  a.m. 

Addresses  by  Robert  B.  Sawyer,  MD,  President;  Ray  G.  Witham,  MD,  President-Elect;  Hoyt 
D.  Gardner,  MD,  President,  American  Medical  Association; 

Annual  Meeting  of  Colorado  Foimdation  for  Medical  Care  - 11:00  a.m. 

Auxiliary  Tennis  Toxmiament  - Afternoon 


llitirsday,  September  IS 

COMP  AC  Breakfast  - 7:30  - 9:30.  Address:  M.  David  Lewis 
Scientific  Program  - Physician’s  Learning  Center  - 8:30  a.m.  - 5 p.m. 
Legislative  Program  with  Legislative  Council  in  Open  Meeting  - 9:00  a.m. 
Men’s  Golf  Tournament  - Dillon  - Bus  transit  available  - 10  a.m. 

Practice  Management  Course  - Coimcll  on  Socio-Economics  - 1 p.m.  - 5 p.m. 
Barbecue  and  awards  - 7 p.m. 


Friilay,  September  14 

Scientific  program  - 8:30  a.m.  - 10  a.m. 

Lanning  E.  Likes  Lecture:  Vincent  P.  Collins,  MD,  Houston,  Texas:  “Philosophical  Approach 
to  Treatment  of  Patients  with  Cancer,”  11:00  a.m. 

House  of  Delegates  - Second  Meeting  - 1:30  p.m. 

Election  and  Installation  of  Officers,  to  follow 
President’s  Reception,  6:30  p.m. 


Saturday,  September  111 

FTiysiclan  Public  Image  - Dale  Carnegie  Course  - Breakfast  served  - 8:00  a.m.  - Noon 
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University  of  Colorado  Schooi  of  Medicine 
Continuing  Medicai  Education 


FOURTH  ANNUAL  SYMPOSIUM  ON  VASCULAR 
SURGERY 

September  24-26,  1979 

The  Fairmont  Hotei,  Denver,  Coiorado 

Credit:  Approved  for  AMA  Category  1 
* ★ * 


ASPEN  SUMMER  SKIN  SEMINAR 
July  18-22,  1979 

The  Given  institute  of  Pathobiology,  Aspen,  Colorado 

Credit;  1 7 hours  Category  1 AMA  and  American  Academy  of 
Dermatology  CME  Award 


FAMILY  PRACTICE  REVIEW 
October  15-20,  1979 
Denver,  Colorado 

Credit:  30  hours  AMA  Category  1 and  AAFP 


CHILD  AND  ADOLESCENT  PSYCHIATRY  IN  THE  INTER- 
NATIONAL YEAR  OF  THE  CHILD 

August  6-10,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Coiorado 
Credit:  20  hours 

* * * 

PEDIATRICS 
August  13-16,  1979 

YMCA  of  the  Rockies,  Estes  Park,  Colorado 

Credit:  AMA  Category  1 , 22  hours 
* * * 

ORTHOPEDICS  FOR  THE  FAMILY  PRACTICE 
AND  EMERGENCY  MEDICINE  PHYSICIAN 

August  18-22,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

Credit:  22  hours,  AMA  Category  1 
★ ★ * 

EXTERNAL  FIXATION 

August  23-25,  1979 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 
Credit;  AMA  Category  1 

* * '* 

GYNECOLOGY 
August  27-30,  1979 
The  Mark,  Vail,  Colorado 


Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 


Pathology  Department  of  Children’s  Hospital 

ASPEN  CONFERENCE  ON  PEDIATRIC  DISEASES, 

1979- LIVER 

July  23-27,  1979 

The  Gant,  Aspen,  Coiorado 

Credit:  AMA  Category  1 

Contact:  J.  Thomas  Stocker,  MD,  The  Children’s  Hospital, 
1056  East  19th  Avenue,  Denver,  Cotorado  80218 


University  of  New  Mexico  Department  of  Surgery 
GASTROINTESTINAL  SURGICAL  UPDATE 
July  26-28,  1979 

Albuquerque,  Hilton  Inn,  Albuquerque,  New  Mexico 

Credit:  1 5 hours  AMA  Category  1 
Contact:  Office  of  Continuing  Medical  Education,  Ann  Sei, 
University  of  New  Mexico  Medical  School,  Building  No.  2, 
Albuquerque,  New  Mexico  87131 


Santa  Fe  Cardiology  Symposium 
EIGHTH  ANNUAL  SANTA  FE  SYMPOSIUM 
July  27-28,  1979 

The  Inn  at  Loretto,  Santa  Fe,  New  Mexico 

Credit:  12  hours  CME 

Contact:  Santa  Fe  Cardiology  Symposium,  201  Cedar  SE, 
Suite  604,  Albuquerque,  New  Mexico  87106,  or  phone:  (505) 
242-2796 
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Beth  Israel  Hospital 

6TH  ANNUAL  ASPEN  MUSHROOM  CONFERENCE 

July  29-August  3,  1979 

Snowmass-at-Aspen,  Colorado 

Credit:  AMA  Physician  Recognition  Award:  Up  to  25  hours 
Category  1. 

Contact:  Aspen  Mushroom  Conference,  1601  Lowell 
Boulevard,  Denver,  Colorado  80204 


Kansas  City  Southwest  Medical  Society 
MANAGEMENT  OF  MEDICAL  PROBLEMS  IN  ATHLETES 
August  2-4,  1979 

Four  Seasons,  Colorado  Springs,  Colorado 

Credit:  AMA  Category  1 

Contact:  Ala  L.  Bingham,  University  of  Missouri,  Kansas  City 
School  of  Medicine,  2220  Holmes  Street,  Kansas  City,  Mis- 
souri 64108. 


Montana  Academy  of  Oto-Ophthalmology 
ANNUAL  MEETING  EXTERNAL  DISEASE 
August  3-4,  1979 
Kallspell,  Montana 

Contact:  Steve  W.  Weber,  MD,  P.O.  Box  1080,  Kalispell, 
Montana  59901 


Colorado  Association  for  Continuing  Medical  Laboratory 
Education 

POSTGRADUATE  CONFERENCE  IN  CLINICAL 
LABORATORY  PRACTICE 

August  6-9,  1979 

The  Four  Seasons  Inn,  Colorado  Springs,  Colorado 

Credit:  Approved  by  ASCP  and  AMA  Category  1 
Contact:  Colorado  Association  for  Continuing  Medical 
Laboratory  Education,  Inc.,  1601  Milwaukee  Street,  Denver, 
Colorado  80206 


The  Children’s  Hospital 
KEYSTONE  CONFERENCE  ON  PARENTING 
August  8-11,  1979 
Keystone  Lodge,  Colorado 

Contact:  Mary  Webster,  The  Children's  Hospital,  1056  East 
19th  Avenue,  Denver,  Colorado  80218 


Montana-Wyoming  Chapter  of  the  American  College  of 
Surgeons 

ANNUAL  MEETING 

August  9-11,  1979 


Tablets 

PERCOCET^S  ® 

Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxyoodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERCOCET'S-S,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  oerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injuiy,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET--5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET®-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERCOCETS-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Required. 

PERCOCET*  is  a U.S.  registered  trademark  of  Endo  Inc. 

€hdo  Inc. 


Manati.  Puerto  Rico  00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
Subsidiary  of  the  DuPont  Company 


<JDIp) 


EDO-629E379 
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SOME  PEOPLE 
CAN  TOLERAn 
ANYTHING 


Each  tablet  contain^  5 mg  oxycodone  HCI  (WARNING:  May  be 
and  325  mg  acetaminophen  (APAP) 


Meadow  Village,  Big  Sky,  Montana 

Contact:  Charles  F.  Rinker,  MD,  300  North  Willson  Avenue, 
Bozeman,  Montana  59715 


American  Cancer  Society-Colorado  Medical  Society 
ROCKY  MOUNTAIN  CANCER  CONFERENCE 
August  17-19,  1979 

The  Broadmoor,  Colorado  Springs,  Colorado 

Credit:  12  hours  Category  1 AMA 


American  Lung  Association  of  Colorado 
1979  WARING  CHEST  CONFERENCE 
August  30-September  1,  1979 
Longs  Peak  Inn,  Estes  Park,  Colorado 

Credit:  10  hours  CME 

Contact:  Christopher  F.  Bolgiano,  American  Lung  Associa- 
tion of  Colorado,  1600  Race  Street,  Denver,  Colorado  80206, 
or  call:  (303)  388-4327 


Colorado  Chapter  of  American  College  of  Emergency 
Physicians 

FINANCIAL  MANAGEMENT  OF  EMERGENCY  DEPART- 
MENTS 

September  6-8, 1979 

The  Given  Institute,  Aspen,  Colorado 

Speaker:  Bruce  Flashner,  MD,  Chicago,  Illinois 
Credit:  13  hours  ACER  Category  I 

Contact:  Jeffrey  Birn,  MD,  c/o  Colorado  ACER,  850  South 
Oneida  Street,  Apt.  318-B,  Denver,  Colorado  80224 


Montana-Wyoming  Chapter  of  the  American  College  of 
Physicians 

REGIONAL  MEETING  AND  SCIENTIRC  SYMPOSIUM 
September  7-8,  1979 

Fairmont  Hot  Springs,  Anaconda,  Montana 

Contact:  J.E.  McGreevey,  MD,  401  South  Alabama  Street, 
Butte,  Montana  59701 

Colorado  Medical  Society 
109TH  ANNUAL  SESSION 
September  12-15,  1979 
Keystone  Lodge,  Keystone,  Colorado 
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The  Burn  Team,  Children’s  Hospital 
OFTH  ANNUAL  PEDIATRIC  BURN  SYMPOSIUM 
September  19-22,  1979 
Keystone  Lodge,  Colorado 

Contact;  William  Carl  Bailey,  MD,  The  Children's  Hospital, 
1056  East  19th  Avenue,  Denver,  Colorado  80218 


Lovelace  Medical  Center 

AMBULATORY  GENITOURINARY  PROBLEMS 

September  21-^,  1979 

Airport  Marina  Hotel,  Albuquerque,  New  Mexico 

Credit:  AMA  Category  1 

Contact;  Office  of  Medical  Education,  Lovelace  Medical 
Center,  5400  Gibson  Boulevard  SE,  Albuquerque,  New  Mexico 
87108. 


American  Medical  Association 
HEALTH  EFFECTS  OF  AIR  POLLU  TION 
September  27-28, 1979 
Writer’s  Manor,  Denver,  Colorado 
Credit:  8 hours  CME 

Contact:  Brian  Stutheit,  Colorado  Medical  Society,  1601 
East  19th  Avenue,  Denver,  Colorado  80218 


Montrose  Fall  Clinics 

8TH  ANNUAL  MONTROSE  CLINICS 

September  28-29,  1979 

Montrose  Memorial  Hospital,  Montrose,  Colordo 

FACULTY:  George  Cahill,  MD,  Diabetes  and  Obesity;  H.W. 
Heine,  MD,  Alcohol  and  Reproduction;  Sidney  Smith,  MD, 
Angina;  Beverly  T.  Mead,  MD,  Adolescence;  George  W. 
Graham,  MD,  Hospital  Accreditation. 

Credit:  1 0 hours  CME,  AMA  Category  1 
Contact:  Kathy  Holman,  Montrose  Memorial  hospital,  800  * 

South  3rd  Street,  Montrose,  Cobrado  81401. 


Symposia  de  Santa  Fe 

CONTEMPORARY  MANAGEMENT  OF  STROKE  AND 
CORONARY  DISEASE 


j/  EMBASSY  HOUS^V 
I CONDOMINIUM  HOMES  ] 
ON  CHEESMAN  PARK 


Choosing  Embassy  House  as 
your  home  gives  you  the 
chance  to  live  in  one  of  the 
most  exceptional  residences 
in  Denver.  Overlooking 
beautiful  Cheesman  Park, 
these  homes  feature  large 
balconies  with  superb  views 
of  the  mountains  or  park, 
convenient  laundries  on 
each  floor,  covered  parking, 
24-hour  doorman  service, 
an  enclosed  swimming  pool, 
saunas,  handball  court  and 
a lovely  party  room. 

One.  Two  & Three  Bedroom  Homes 
From  $62,800 


SmbasaQ  Mouac 

1250  Humboldt  Street  • Denver 

303/861-9266 


Embassy  House  Sales 

Open  Every  Day  From  10AM  To  8PM 

Prices  Subject  To  Change  Without  Notice 


Votrax  Develops  Phonic  Mirror  HandiVoice 


Two  models  of  Phonix  Mirror  HandiVoice  have  been 
developed  by  the  Votrax  Division  of  the  Federal  Screw 
Works.  Model  HC  1 10  is  a lap-board  unit  for  pre-language  or 
the  developmentally  disabled.  It  uses  selectable  overlays 
with  words,  graphics,  or  symbols,  and  is  among  many  fea- 
tures pre-programmed  with  373  words. 

The  Model  HC  120  looks  and  operates  like  a calculator, 
with  selections  accomplished  through  a 3-digit  numeric 
coding.  It  is  pre-programmed  with  893  words. 


Du  Pont  Introduces  Channel  Expansion  Accessory 

Introduced  at  the  annual  meeting  of  the  American  Society 
of  Medical  Technology  last  summer  in  Denver,  the  Channel 
Expansion  Accessory  doubles  ‘aca’  capability  for  clinical 
tests  from  30  to  60.  With  this  unit  a clinical  laboratory  can  use 
all  35  tests  presently  available  and  take  immediate  advantage 
of  new  ones  as  developed. 


Corning  Non-Fermenter  System  Shown 


February  27-March  1,  1980 
Lodges  In  Taos,  New  Mexico 


Rapid-reliable  identification  of  all  gram-negative  aerobic 
bacteria  is  at  hand  with  the  introduction  of  the  Coming 
Medical  new  N/F  or  non-fermenter  system.  The  unit  iden- 
tifies Pseudomonas  aeruginosa  within  24  hours  with  a two- 
tube  screen  and  a 12- well  N/F-Tek  Plate. 
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ROCKY  MOUNTAIN 
CANCER  CONFERENCE 

co-sponsored  by  the  American  Cancer  Society,  Colorado  Division,  Colorado 
Medical  Society,  and  Colorado  Society  of  Osteopathic  Physicians 

AUGUST  17,  18,  19,  1979 

THE  BROADMOOR  HOTEL,  COLORADO  SPRINGS,  COLORADO 


"St-aiH  yutnwA  £»■  “teMiculat  Catcinma 


H.  DAVID  COX,  M.D. 

Private  Practice,  Urology 
Denver,  Colorado 


Guest  Faculty  Includes: 

STUART  SCHNECK,  M.D. 

Professor  of  Neuropathology, 
University  of  Colorado  Medical  Center 
Denver,  Colorado 


LARRY  EINHORN,  M.D. 

Associate  Professor  of  Medicine, 

Clinical  Oncology  and  Hematology, 

Indiana  University  School  of  Medicine, 
Indianapolis,  Indiana 

LARRY  MARSHALL,  M.D. 

Associate  Professor  of 
Surgery /Neurosurgery 
University  of  California,  Medical  Center 
San  Diego,  California 


GLEN  SHELINE,  Ph.D.,  M.D. 

Professor  & Vice  Chairman, 

Dept,  of  Radiation  Oncology, 

University  of  California, 

San  Francisco,  California 

JOHN  N.  WETLOFFER,  M.D. 

Associate  Professor  of  Surgery, 
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The’AIaker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited.  Thus , 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 


MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT;  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial j 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
acrtions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensivd^  brand 
names  and  denigrates  all 
generics. 

FAC'D  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  thi 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe 
tence  of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


1 


‘Matters. 


MYTH:  Generic  options  al- 
most always  exist. 

FACT;  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  thus 
saving  consumers  large 
sums  of  money. 

FACT:  Market  data  show 
that  you  invariably 
prescribe — and  pharma- 
cists dispense— both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
very  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always , your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics-“from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


Dm. 

Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


Enjoy  healthier  finances 

with  Kaman. 


Manual  bookkeeping  appears  in- 
expensive on  the  surface.  But  in  the 
long  run,  you  may  be  spending  more  than 
you  think. 

Kaman  wants  to  help  you  cut  out  those  hidden 
costs  with  KARMA,  our  computer-supported  medical 
administration  system. 

Specifically  designed  to  manage  clinic  operations, 
KARMA  monitors  your  accounts  receivable  and  allows 
you  to  operate  with  greater  financial  success.  It 
provides  management  reports  that  keep  you  up-to- 
date  on  revenues  and  expenses.  And,  it’s  a flexible 
system  that  can  be  tailored  to  your  special  needs. 

For  example,  you  can  set  up  your  personalized 
service  to  include: 

• All  Insurance  billing  that  handles  Blue  Cross/Blue 
Shield,  Medicare,  Medicaid  and  Universal  claims 
separately  or  in  combination. 

• Super  bill  which  allows  the  patient  to  file  his  own  claim, 
freeing  your  staff  from  this  expensive  distraction. 


• FleKibie  report  formats  which 
meet  your  exact  specifications  for 
unpaid  bill  reporting,  special  payment  plans, 

12  month  histories  and  others. 

• Family  billing  to  reduce  mailing  and  handling  costs. 

• Patient  biiiing  with  an  insurance  claim  processing 
feature  that  simplifies  claim  preparation  for  multiple 
coverage  families. 

• Management  reporting  to  let  you  pinpoint  trends 
before  they  become  problems  and  take  corrective 
action  quickly. 

In  addition,  KARMA  can  provide  these  benefits 
without  changing  the  way  you  now  record  information 
and  without  adding  extra  clerical  staff.  So  your  clinic 
can  grow,  but  not  your  overhead. 

Find  out  more  about  KARMA  services  by  calling 
Wayne  Barnes,  (303)  599-1573,  or  write  Kaman 
Sciences  Corporation,  P.O.  Box  7463,  1500  Garden 
of  the  Gods  Road,  Colorado  Springs,  Colorado  80933. 


/;<* 


KAMAN  SCIENCES  CORPORATION 

A KAMAN  COMPANY 
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e certainly  have  our  troubles  today.  The 
costs  of  medical  care  are  too  high  and  the  abuses 
too  many.  But  the  medical  profession  has  al- 
ways been  under  attack  by  those  who  see  the 
government  as  the  only  fair  and  equitable  con- 
trolling force. 

The  Issue  is  Certainly,  we  as  doc- 

^ ^ , tors,  recogmze  the  huge 

Control  4.  1 j • 

cost  involved  even  in 

our  day-to-day  work. 
And  just  as  certainly,  we  can  strive  to  control 
costs  by  preventing  unneeded  hospital  admis- 
sions, excessive  testing,  and  opposition  to  dupli- 
cation of  expensive  technology. 

But  let  us  remember  that  we  have  produced 
the  greatest  system  of  medical  care  in  history. 
And  not  even  the  most  ardent  advocate  of 
socialized  medicine  suggests  any  change  in  the 
progressive  direction  of  our  system. 

Of  course,  the  use  of  ICU’s,  Emergency  Care 
Systems,  Organ  Transplantation,  Renal 
Dialysis,  Arthroplasties,  Chemotherapy,  Car- 
diac Surgery,  not  to  mention  CT  Scans,  are  ex- 
pensive. But  who  wants  to  do  away  with  them? 

The  issue  then,  is  not  the  decimation  of  the 
system  but  the  control.  Doctors  are  capable  of 
the  intelligent  use  of  the  handiworks  of  our 
progress. 

And  I am  sure  the  medical  profession  will  do 
its  part  in  controlling  costs. 

Francis  A.  Barrett,  MD,  Scientific  Editor  for 

Cheyenne,  Wyoming 


Here  we  allude  not  to  political  learnings  or  to 
blood  on  television,  but  to  the  American 
countenance  as  it  mirrors  the  frustrations  of 
scarcity  and  ever-eroded  standard  of  living. 
Saturated  by  courses  on  the  medical  consequ- 
ences of  stress,  physi- 
Hostility:  The  cians  are  now  to  be  con- 

Reddening  of  fronted  with  the  be- 

America  havioral  and  clinical 

consequences  of  rage. 

Heretofore,  steeped  in  an  expansionist  cli- 
mate of  abundance,  our  citizenry  has  been  ill- 
prepared  for  peacetime  sacrifice  of  comforts  and 
material  indulgence  — hence,  explosive  vio- 
lence at  the  gasoline  pump.  Americans  reflexly 
look  for  (1)  the  scapegoat  "responsible”,  and  (2) 
that  Other  Guy’s  angle  as  he  seems  to  sacrifice 
less. 

Hostility  induced  by  economic  frustration 
seems  certain  to  generate  not  only  irrationality 
at  the  polls,  but  also  visceral  turmoil  in  our 
examining  rooms.  We  can  expect  a blizzard  of 
neo-syndromes  as  our  patients’  somatically 
channeled  anger  displaces  the  more  benign  risk 
of  having  a "Type  A”  personality.  An  equal  bliz- 
zard of  self-help  paperbacks  and  proliferating 
CME  seminars  is  also  likely.  Perhaps  by  con- 
trast, borderline  hypoglycemia,  marginal 
hypothyroidism,  B12  deficiency,  and  enlarged 
tonsils  will  come  up  for  Sunset  Law  review  in  a 
new  hierarchy  of  Significantly  Funded  Dis- 
eases. 
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J1  too  easily  overlooked  amid  the  grey  clini- 
cal eminence  of  the  Journal  of  the  AMA  are 
some  thoughtful  commemtaries  — as  distinct 
from  pathology. 

One  is  a literate  contribution  by  UCMC  sur- 
geon, R.  Dale  Leichty, 

o 1 entitled  "Are  heroes  oh- 

Pearis  From  24.I: 

JAMA  ^333^  27,  1979.) 

Quite  at  home  on  such 
turfs  as  those  of  Muggeridge,  Faulkner,  Mel- 
ville, Schweitzer,  and  Steinbeck,  Dr.  Liechty 
draws  "immutable  lessons”  from  patients  that 
pain  "is  never  meaningless,”  and  pleads  for 
finding  universal  meaning  in  treatment  via  the 
(non-anatomic)  heart,  even  if  in  a meaningless 
world.  He  concludes:  "Science  tells  us  how  the 
world  is;  the  great  writers  how  it  ought  to  be. 
Their  vital  message  is  simply  this:  people  make 
a difference.” 


Another  contribution  is  that  of  JAMA  Editor 
William  R.  Barclay’s  editorial  on  "Journals  in 
jeopardy”  {JAMA  241:56,  January  5,  1979)  as 
he  finds  '’puzzling”  the  "signs  of  antielitism  in 
government  agencies,  indifference  to  science  in 
the  executive  branch  of  government,  and  hostil- 
ity among  some  members  of  Congress.”  Al- 
though "indi^ensable  to  science  are  its  jour- 
nals. . . the  principal  medium  for  conversation 
between  scientists,”  and  although  discovery 
"benefits  no  one  unless  it  is  communicated,” 
governmental  attacks  on  scientific  journals  by 
ICC,  FTC,  IRS,  and  postal  service  all  compound 
the  ravages  of  inflationary  costs  of  publication. 
Concludes  Dr.  Barclay: 

If  government  persists  in  its  attacks  on  scien- 
tific journals,  it  will  find  not  the  golden  eggs  it 
seeks,  but  as  described  in  Aesop’s  fable:  "Think- 
ing to  get  at  once  all  the  gold  the  goose  could 
give,  he  killed  it  and  opened  it  only  to  find  — 
nothing.” 


OUR  COVER 


The  ways  west  were  endless,  dangerous,  and  full  of  both  nasty 
and  exhilarating  surprises.  The  second  sense  needed  to  move 
wagons  west  came  from  men  like  "The  Wagon  Guide,”  whose 
comprehension  of  varied  hostile  forces  made  them  natural  bos- 
ses of  the  wagon  trains. 

Joseph  E.  Velazquez,  whose  oil  painting  is  on 
our  cover,  is  the  artist  of  "Mountain  Man,” 
which  distinguished  this  Journal’s  cover  last 
Novermber/December.  A Denver  native,  Velaz- 
quez expressed  himself  artistically  from  ear- 
liest childhood,  and  following  a career  in  com- 
mercial art  after  attending  Colorado  State  Uni- 
versity, he  leapt  into  the  field  of  the  fine  arts  with  the  success 
that  has  been  recognized. 

Again  the  Roc^y  Mountain  Medical  Journal  is  pleased  to  offer 
to  its  readers  oil  prints  of  the  cover  painting  in  a limited  edition 
of  450,  signed  and  numbered  in  full  color,  offset  lithograph 
prints  of  18"  x27"  for  $150  plus  $3.50  handling  charges,  includ- 
ing shipping  and  insurance,  a total  of  $153.50.  (See  coupon  at 
page  196) 
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Autoimmune  cytopenias  in  Hodgkin’s 

disease 


Robert  L.  Lanier,  MD,  Cheyenne,  Wyoming,  and 
Mammo  Amare,  MD,  Kansas  City,  Kansas 


Five  patients  with  dual  diagnosis  of  Hodgkin’s 
disease  and  autoimmune  cytopenia  were  studied 
retrospectively.  The  propensity  of  the  immune 
cytopenia  to  occur  in  a setting  of  advanced 
Hodgkin’s  disease  with  unfavorable  histological 
variant  is  noted.  The  immune  cytopenia,  while 
indicating  the  activity  of  the  underlying  malig- 
nancy, appears  to  have  no  correlation  with  prog- 
nosis. The  triggering  role  of  therapy  in  the 
emergence  of  the  hematological  complication  was 
not  substantiated. 


The  association  of  lymphoreticular  malig- 
nancies and  autoimmune  hematological  dis- 
orders, namely  autoimmune  hemolytic 
anemia  (AIHA)  and  immune  throm- 
bocytopenia (IT),  is  well  recognized.  This  as- 
sociation is  common  in  chronic  lymphatic 
leukemia,  but  relatively  rare  in  Hodgkin’s 
disease  (HD)  and  non-Hodgkin’s  malignant 
lymphoma.®}  This  paper  presents  pa- 

tients with  the  dual  diagnosis  of  HD  and 
immune  cytopenia  (IC),  seen  over  a period  of 
34  years.  The  pertinent  clinical  features  are 
reviewed,  and  the  relationship  between  the 
lymphoreticular  malignancy  and  the  au- 
toimmune disorder  briefly  discussed. 

Material  and  Methods 

The  hospital  numbers  of  the  patients  coded 
as  AIHA  and  as  IT,  from  the  University  of 

Address  for  reprints:  Robert  L.  Lanier,  MD.  Internal  Medicine  Group.  1200  East 
20th  Street,  Cheyenne,  Wyoming  82001.  Dr.  Amare  is  Associate  Professor  of 
Medicine  at  the  University  of  Kansas  Medical  Center,  Kan^s  City,  Kansas. 


Kansas  Medical  Center,  for  the  years  1940 
through  1974  were  collected.  By  running 
these  numbers  through  the  Cancer  Registry 
Computer,  which  stores  the  numbers  of  all 
the  cancer  patients  seen  in  the  area  since 
1940,  patients  with  the  dual  diagnosis  of  HD 
and  autoimmune  hematological  disorder 
could  be  identified  and  their  clinical  records 
reviewed. 

In  the  absence  of  blood  loss,  anemia  as- 
sociated with  reticulocytosis,  erythroid 
hyperplasia  of  the  bone  marrow,  and  positive 
direct  antiglobulin  test  was  considered  to 
represent  AIHA.  Likewise,  low  platelet  count 
(less  than  50,000/ul.  on  at  least  two  counts) 
with  normal  to  increased  megakaryocytes  in 
the  bone  marrow  and  no  other  cause  for 
shortened  platelet  survival  (e.g.  drugs,  con- 
sumptive coagulopathy,  hypersplenism)  ful- 
filled the  criteria  for  immune  throm- 
boc5dopenia.  In  all  cases  the  available  lymph 
node  biopsy  was  reviewed  to  confirm  the 
diagnosis  of  HD  and  define  its  histology  in 
accordance  with  the  Rye  Conference  modifi- 
cation of  the  Lukes  and  Butler  classification. 

Results 

Out  of  the  606  patients  with  HD,  regis- 
tered between  1940  through  1974,  five  had 
associated  AIHA  and  one  patient  had  both 
AIHA  and  IT  occurring  at  different  times. 
As  shown  on  Table  1,  all  the  patients  with 
the  dual  diagnosis  were  males.  The  median 
age,  at  the  time  of  the  diagnosis  of  HD,  was 
33  years,  with  a range  of  17  to  54  years. 
While  mixed  cellularity  was  the  most  com- 
mon histological  variant,  one  of  each  of  the 
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TABLE  1 


Case  Sex/Age (Yea rs ) 
Number  at  diagnosis  of 
HD 


Histology  Stage  of  HD  at 

ofHD  time  of 

d i agnos I s 


Tempo ra 1 Relationship 
between  1C  and  HD 


Activity/Extent  of  HG  (GM^) /Re t i c (%) 

HD  at  onset  of  !C  Platelets  (PerUl) 
at  onset  of  iC 


1 M/s') 

MC 

CS- 1 1 ;PS-  1 1 

S I mu  1 taneous 

Act i ve-CS- 1 1 B 

5.0/15^/200,000 

2 M/20 

MC 

C5-  lA 

AIHA-19yr5  after  HD 

IA4TDR  ELR 

5.7/l5%/362.000 

IT-29yr5  after  HD 

Active 

13/  / ‘^,000 

3 M/31 

LP 

CS-  lA 

AIHA  - 3 y rs  after  HD 

CS- I A-Act i ve 

9.0/14^/876,000 

h M/53 

MC 

CS-IVA 

A 1 HA- Amo . before  HD-- 

7.8/  9%/166,000 

5 M/21 

MC 

CS-  1 1 i B 

AIHA-Syrs  after  HD 

CS-I  1 IB-Active 

6.4/101/150,000 

6 M/17 

N5 

CS-  1 IB 

AIHA-5  yrs  after  HO 

1 1B4  RR-*  ELR 

8.9/1 3%/l9l ,000 

MC-Mi xed  Ce 1 1 u 

lari ty 

CS-CLInIca)  Stage 

ury  Li  j 1 • 1 ^ct  1 ve 

HD-Hodgk ins  disease 

TDR-T  ransdiaph  ragma t i c 

LP-Lymphocyte 

P redomi nan  t 

PS-Pathological  Stage 

I C- 1 mmune  Cy  tope 

n i a 

Recu  r rence 

NS'Nodular  Sclerosing 

■■  -See  Discussion 

A 1 HA- Auto i mmune 

Hemo lytic  Anemi a 

ELR-Extralymphati c 

IT  -immune  Thrombocytopenia  Recurrence 

RR- Reg i ona 1 Recurrence 


lymphocyte  predominant  and  nodular  scleros- 
ing variants  was  present. 

In  the  six  patients,  seven  separate  au- 
toimmune hematological  events  were  re- 
corded. As  shown  in  Table  1,  the  autoim- 
mune disorder  occurred  simultaneously  with 
the  HD  in  one  patient  (Case  1)  and  was  de- 
tected 4 months  preceding  the  diagnosis  of 
HD  in  another  (Case  4).  In  the  remaining 
five  events  the  IC  emerged  at  variable  times 
during  the  course  of  the  HD,  and  in  three 
the  emergence  of  the  IC  coincided  with  the 
activity  of  the  underlying  HD.  At  the  onset 
of  the  IC,  splenomegaly  was  noted  in  only 
one  patient  (Case  5). 

At  the  time  of  onset  (Table  1),  the  hemoly- 
tic anemia  was  moderately  severe  to  severe 
in  all.  Each  patient  had  a strongly  positive 
antiglobulin  test,  and  in  the  two  cases  where 
it  was  measured,  the  survival  of  the 
chromium-tagged  red  cells  was  markedly 
shortened.  In  two  of  the  three  patients  in 
whom  the  immunoglobulin  level  was  availa- 
ble, there  was  a moderate  increase  in  the 
polyclonal  IgA  and  IgG. 

The  clinical  course  is  summarized  in  Table 
2.  Of  the  six  patients,  two  have  died.  One  of 
the  deceased  (Case  2)  had  a prolonged  course 
marked  by  several  relapses  and  remissions, 
spanning  over  32  years.  This  patient  had 
both  AIHA  and  IT  occurring  at  separate 
times,  each  immune  episode  coinciding  with 
activity  of  HD.  One  patient  (Case  4)  had  a 
progressive  disease  and  died  one  year  after 
the  diagnosis  of  HD  and  16  months  after  the 
onset  of  the  AIHA.  Of  the  four  living  pa- 
tients, two  (Case  1 and  3)  are  in  complete 
remission,  one  (Case  5)  is  in  partial  remis- 
sion, and  the  fourth  (Case  6)  had  a recent 
recurrence  which  is  responding  to  therapy. 


In  the  management  of  the  immune 
cytopenia  (Table  2),  prednisone  was  used  as 
a single  agent  in  two  cases  and  was  success- 
ful in  one.  In  one  patient  (Case  1),  splenec- 
tomy performed  after  an  unsuccessful  trial 
with  prednisone  was  ineffective.  In  Case  5, 
removal  of  an  enlarged  spleen  partially 
ameliorated  both  the  anemia  and  the  moder- 
ate thrombocytopenia.  Therapy  that  included 
prednisone  and  antineoplastic  agents 
(chemotherapy  and/or  radiotherapy)  was  ef- 
fective in  the  remaining  immune  events.  In 
none  of  the  patients,  was  mortality  directly 
related  to  the  autoimmune  disorder  which, 
in  fact,  was  inactive  in  all  at  the  time  of 
death. 

Discussion 

In  a retrospective  analysis,  1 per  cent  of 
the  patients  with  Hodgkin’s  disease  (HD) 
had  associated  autoimmune  hematological 
disorder(s).  Since  a review  of  all  the  charts 
bearing  the  diagnosis  of  HD  was  not  in- 
cluded, error  in  coding  of  the  autoimmune 
hematological  disorder(s)  could  have  under- 
estimated the  incidence,  which  is  comparable 
to  but  at  a lower  range  of  previous  surveys.®* 

10,13,14 

While  this  small  series  does  not  enable 
firm  conclusions,  it  has  some  notable  fea- 
tures. Analogous  to  the  observation  in  non- 
Hodgkin’s  lymphoma®  in  the  majority  of  our 
cases,  the  emergence  of  the  IC  coincided  with 
activity  of  the  HD.  In  five  of  the  seven  au- 
toimmune events,  symptoms  of  fever,  night 
sweats  and  weight  loss,  either  singly  or  in 
combination,  were  associated  with  overt 
hemolysis  or  thrombocytopenia.  Therefore,  as 
a correlate  to  the  activity  of  the  HD,  the  IC 
has  useful  diagnostic  and  therapeutic  impli- 
cations. 
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TABLE  2 


Case  Number 

Evaluation/Therapy  of  HD 

Therapy  and 

Response  of  IC 

Sur  il  (YR)  after 

HD/ rema  rks 

diagnosis  of 

1 

CR  following  RT  to  mantle 

NR  to  PRED. 

and  splenectomy 

2 + /CR 

Coomb ' s - 

field  followed  by  MOPP 

CR  wi th  RT  ( 

Mant le) 

neg . 

CBC-  WNL 

2 

Multiple  remissions  and 
re  lapses/ RT -local  CT:HN2; 

CHL;  CYT:VCR;BLM 

CR  with  PRED 

. and  CHL 

32/Deceased 

1 C- i nact i ve 
terminal  1 y 

3 

CR  after  RT-local  recurrence 
treated  with  CT:HN2;CHL 

CR  wi th  PRED 

. and  CHL 

IS+/CR 

CBC  - WNL 

I4 

Short  PRs  with  CT : MOPP; 
BLM;CCNU 

CR  with  PRED 

1 /Deceased 

1 C - i nac  t i ' 
te  rmi na 1 1 y 

5 

Multiple  remissions  and 
re  1 apses /RT- 1 oca  1 CT  ; HN2  ; 

CHL;  VLB;  COP;  B DOAP 

PR  with  PRED 

. and  alkylating  agent 

16+/PR 

CBC  returned 
normal  after 

5 p 1 enec  tomy 

6 

Multiple  remissions  and 
and  re  1 apses/RT- 1 oca  1 CT : 
NH2;C  HL;  MOPP 

PR  wi th  PRED 
RT  and  pre  " 

. - CR  after  abdominal 
inverted  Y" 

i6+/PR 

•Coomb's  -neg. 

CR-  Complete 

Remi ss I on 

HN2-  Nitrogen  Mustard 

COP-Cyc 1 ophosphma  t de 

PR-  Partial  Remi ss i on 
RT-  Radiotherapy 
CT-  Chemotherapy 
NR-No  Response 


PRED-P  redn i sone 
CHL- Ch 1 orambuc I I 
BLM- B1 eomy c i n 
VLB-Vinblastine 


VCR-VI ncrl st i ne 
CYT-Cy  toxan 

8/DOAP-Bleomyci n ,DT I C , VCR , 
Ad  r i amy c i n , PRED . 

I C- I mmunocy  topen i a 


Secondly,  the  propensity  of  the  IC  to  occur 
in  a background  of  a relatively  disseminated 
HD  with  more  aggressive  histological  var- 
iant is  apparent.  At  the  onset  of  the 
hematological  disorder,  four  of  the  six  pa- 
tients had  a disease  which  was  stage  II-B  or 
beyond.  Case  2 who  originally  was  stage  I 
had  wide-spread  disease  when  the  cytopenia 
occurred  19  years  later.  Moreover,  since 
routine  lymphangiograms  were  not  included 
in  the  clinical  staging,  the  extent  of  the  HD 
could  have  been  underestimated.  In  Case  4, 
the  interval  between  the  diagnosis  of  AIHA 
and  stage  IV- B HD  is  short,  making  doubtful 
the  assumption  that  the  hemolysis  antedated 
the  HD,  though  such  temporal  relationships 
have  been  previously  reported.^* ^ 

In  the  background  of  HD,  the  therapy  of 
IC  includes  the  use  of  corticosteroids,  an- 
tineoplastic agents  and  splenectomy,  either 
singly  or  in  combination.®*®  In  our  study, 
while  single  use  of  prednisone  or  splenec- 
tomy cannot  be  evaluated,  prednisone  in 
conjunction  with  antineoplastic  agent(s) 
(radiation  and/or  chemotherapy)  resulted  in 
a more  consistent  amelioration  of  the  blood 
picture.  In  view  of  the  close  association  of 
the  activity  of  the  HD  and  the  emergence  of 
the  immune  cytopenia,  success  of  this 
therapeutic  approach  is  not  unexpected.  In 
Case  5,  the  amelioration  of  the  blood  picture 
following  splenectomy  is  probably  related  to 
the  removal  of  a component  of  hypersplenism 
and  splenic  pooling. 


Despite  more  advanced  disease,  unfavora- 
ble histological  variant  and  less  aggressive 
therapy,  the  patients  with  the  dual  diagnosis 
had  a prolonged  course,  which  was  marked 
by  remissions  and  exacerbations.  This  find- 
ing confirms  the  previous  observation  that 
the  IC,  while  it  often  correlates  with  the  ac- 
tivity of  the  lymphoreticular  malignancy, 
may  not  indicate  a necessarily  bad  prognos- 
tic outcome.®*® 

The  casual  relationship  between  the  im- 
mune hematological  disease  and  the  lym- 
phoreticular malignancy  remains  undeter- 
mined. In  conformity  with  the  observation  of 
Jones  and  Eiser  et  al,®  our  study  fails  to  at- 
tribute a "triggering”  role  to  therapy'^*®  in 
the  emergence  of  the  hematological  abnormal- 
ity. Two  of  the  patients  (Case  1,  2)  have 
had  no  treatment  prior  to  the  onset  of  the 
AIHA  and  in  the  rest  the  IC  had  occurred  at 
a time  when  no  aggressive  measure  was 
being  instituted  for  the  HD. 

On  the  other  hand,  several  lines  of  evi- 
‘dence  derived  primarily  from  animal  studies 
and  to  a lesser  extent  from  humans,  indicate 
that  autoimmunity,  lymphoreticular  malig- 
nancy, and  immune  deficiency  may  represent 
a spectrum  of  the  same  disease  process."**®*^® 
In  all  these  disorders,  the  basic  defect  is  be- 
lieved to  reside  in  the  lymphoid  system, 
primarily  involving  the  thymusderived  lym- 
phocytes (T-cells).  In  addition  to  their  many 
other  activities,  these  cells  appear  to  be  in- 
volved in  the  regulation  of  antibody  produc- 
tion by  the  B-lymphocytes  and  eradication  of 
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the  aberrant  non-self  cells. Failure  to 
carry  these  specific  functions  may  ultimately 
lead  to  autoimmunity  with  unrestricted  pro- 
duction of  antibodies  on  one  hand,  and  the 
emergence  of  an  abnormal  clone  on  the 
other.^>^ 

Moreover,  based  on  the  similarity  between 
HD  and  experimentally  induced  graft-vs-host 
disease,  a triggering  role  of  a "virus”  leading 
to  the  emergence  of  the  lymphoreticular 
malignancy  has  been  suggested.^^  >^2  Accord- 
ing to  this  view,  the  alteration  of  the  surface 
antigen  of  the  T-cell,  induced  by  the 
hypothetical  "virus”,  may  allow  the  estab- 
lishment of  graft-vs-host  disease,  lymphoid 
hyperplasia,  and  T-cell  depletion  which  may 
eventually  allow  the  development  of  the 
lymphoreticular  malignancy.  Conceivably, 
the  same  "oncogenic  event”  could,  by  the 
same  mechanism,  deplete  the  subpopulation 
of  T-cells,  which  might  lead  to  the 
emergence  of  the  autoimmune  disorder. 

In  conclusion,  the  association  of  immune 
cytopenia  and  Hodgkin’s  disease  appears 


more  than  fortuitous.  The  autoimmune 
hematological  disorder  can  rarely  precede, 
follow  or  occur  concomitantly  with  the  HD. 
In  this  setting  the  most  successful  therapy  of 
the  immune  cytopenia  appears  to  be  one  di- 
rected to  both  the  autoimmune  disorder  and 
the  HD.  The  immune  cytopenia,  though  indic- 
ative of  active  HD,  does  not  necessarily  imply  a 
bad  prognosis.  The  causal  relationship  between 
the  two  disorders  remains  speculative.  The 
triggering  role  of  chemotherapy  and/or 
radiotherapy,  while  operative  in  some  cases, 
appears  limited.  On  the  other  hand,  there  is 
reason  to  believe  that  the  two  disorders  may 
represent  a spectrum  of  the  same  disease  with 
the  defective  T-lymphocytes  being  the  common 
abnormality.  The  initiating  "insult”  leading  to 
the  dysfunction  of  the  T-cell  is  a matter  of  specu- 
lation but  a viral  infection  remains  suspect.  • 
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Drowning,  a common  tragedy 


Lee  K.  Hermann,  M.D.,  Cody,  Wyoming 


Introduction 

On  July  3, 1978,  a five  year  old  girl  was  play- 
ing at  her  family’s  campsite  beside  the  Clark’s 
Fork  River.  She  fell  into  the  water,  and  as  her 
brother  and  mother  watched,  was  swept  from 
view  by  the  raging  torrent.  There  followed  an 
extensive  search  of  the  river  by  walkers  on  the 
banks,  rescuers  in  wet  suits  in  the  water,  and  an 
airplane  flying  low  over  the  river.  Her  body  has 
not  been  recovered. 

On  July  5,  two  yoimg  men  were  canoeing  in 
the  North  Fork  of  the  Shoshone  River.  Only  one 
was  wearing  a life-jacket.  The  canoe  capsized 
and  the  two  young  men  were  cast  into  the  water. 
The  victim  wearing  the  life  jacket  stayed  a 
while  with  the  canoe  then  decided  to  try  to  make 
it  to  shore.  His  friend  was  last  seen  alive  cling- 
ing to  the  side  of  the  canoe  as  it  passed  around 
the  river’s  bend.  His  body  was  found  two  hours 
later  five  miles  down  the  river. 

Not  far  from  Cody  is  a small  lake  which  is  the 
site  of  water  skiing,  swimming  and  what  are 
termed,  by  the  young  people  of  the  area,  "keg- 
gers.”  Several  friends  who  had  consumed  many 
beers  were  riding  in  a boat  after  skiing.  One, 
aged  21  years,  jumped  into  the  water  and  swam 
part  way  to  shore,  then  sank  from  sight.  His 
body  was  recovered  approximately  20  minutes 
later  from  the  clear,  cold  and  deep  waters.  Re- 
suscitation failed. 

These  are  but  a few  examples  of  the  common 
tragedy  of  drowning.  These  deaths  were  part  of 
the  stimulus  to  learn  more  about  drowning. 
Each  case  is  instructive.  Drowning  most  com- 
monly affects  the  young.  'Fhe  victim  of  the 
Clark’s  Fork  is  of  a typical  age.  Drowning  trails 
motor  vehicle  accidents  as  the  leading  cause  of 
death  in  children  over  4-years  of  age.  As  with 
most  drownings,  this  occured  within  a few  feet 
of  safety.  The  death  of  the  waterskier  is  typical 
in  that  alcohol  is  very  often  a significant  factor. 
The  canoeist  died  because  of  ignoring  safety 
equipment  which  saved  his  companion. 


Discussion 

Drowning  is  common  throughout  the  world; 
in  different  areas  the  common  features  are 
somewhat  modified  by  local  circumstance.  In 
the  mountains  of  the  western  United  States  we 
deal  primarily,  though  not  exclusively,  with 
drownings  in  cold,  fresh  water.  Here,  rivers  are 
particularly  dangerous  during  the  run-off  of  the 
winter  snow  water. 

Drowning  has  been  studied  for  a long  time. 
Dog  experiments  performed  in  France  and  re- 
ported in  1897  give  us  a dramatic  insight  into 
the  process  of  drowning. 

Brouardel’s  experiments'*  used  dogs  whose 
feet  were  fastened  to  a weighted  board.  While 
blood  pressure,  heart  rate,  and  respiratory  ef- 
fort were  monitored,  the  dog  was  plunged  to  a 
depth  of  30  cm.  below  the  surface  of  the  water. 

Brouardel  describes  the  stage  of  drowning  as 
follows: 

1.  Stage  of  surprise  (5-10  sec.  duration).  The 
animal  inhaled  only  one  to  two  times. 

2.  First  stage  of  respiratory  arrest  (approxi- 
mately 60  seconds  duration).  The  dog  was  vio- 
lent, agitated,  fighting  against  the  bonds,  try- 
ing to  reach  the  surface.  The  mouth  was  shut 
and  respiration  arrested. 

3.  Stage  of  Deep  Respiration  (60  second  dura- 
tion). General  agitation  ceased,  the  dog’s  mouth 
and  eyes  were  open.  The  dog  made  some  deep 
inspirations  expelling  white  foam  to  the  sur- 
face. A few  swallowing  movements  were  ob- 
served. 

4.  Second  Stage  of  Respiratory  Arrest  (approx- 
imately 60  seconds’  duration).  No  thoracic 
movements  occurred  and  the  animals  sen- 
sibilities disappeared.  Complete  loss  of  comeal 
reflex  was  noted.  The  pupils  became  markedly 
dilated. 

5.  Stage  of  terminal  gasps  (approximately  30 
seconds’  duration).  Three  or  four  respiratory 
movements  constituted  the  last  external  signs 
of  life.  Fibrillary  contractions  might  be  ob- 
served in  lip  and  jaw  muscles. 
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This  is  a vivid  and  chilling  description  of 
death  by  drowning.  Although  cruelly  elicited,  I 
suspect  these  finding  are  more  accurate  than 
those  of  many  more  modem  experiments,  in 
describing  the  sequence  of  events  experienced 
by  human  victims  of  drowning. 

Immersion  in  cold  water  may  cause  the 
human  victim  to  experience  uncontrollable 
hyperventilation.  This  hyperventilation  is  a re- 
flex resulting  from  stimulation  of  cold  receptors 
in  the  skin.  Hyperventilation,  when  coupled 
with  irregular  submersion,  as  by  waves,  may 
result  in  accidental  inhalation  of  water  with 
resultant  coughing,  gagging  and  vomiting.  The 
victim,  on  being  completely  submerged,  will 
usually  be  successful  in  suppressing  respiratory 
efforts,  perhaps  also  while  struggling  to  reach 
the  surface.  While  submerged,  oxygen  is  con- 
sumed and  carbon  dioxide  concentration  rises. 
The  high  COz  concentration  will  eventually 
cause  respiratory  stimulation  which  cannot  be 
suppressed,  and  the  victim  will  inhale  water. 

Autopsy  of  drowning  victims  sometimes  de- 
monstrates signs  of  great  inhalation  of  water 
while  sometimes  very  little  water  appears  to 
have  been  inhaled.  Animal  experiments  indi- 
cate that  inhalation  of  less  than  22  ml.  per  Kg 
body  weight  usually  can  be  survived,  while 
more  usually  leads  to  death. ^ 

The  fresh  water  enters  the  alveoli  and  rapidly 
passes  into  the  circulatory  system,  actions 
somewhat  different  from  those  brought  about 
by  salt  water.  Fresh  water  dilutes  the  plasma, 
resulting  in  hyponatremia.  Hemolysis  due  to 
hypotonicity  causes  hyperkalemia. 

Water  in  the  alveoli  results  in  injury  to  the 
lung  and  disturbance  of  its  function.  In  drowned 
rats,  both  alveolar  lining  cells  and  endothelium 
of  the  capillaries  show  abnormalities  discerni- 
ble by  the  electron  microscope.®  Perhaps  as  sig- 
nificant, in  human  victims,  is  the  destruction  of 
lung  surfactant  by  fresh  water.  This  leads  to 
atelectasis  and  as  we  shall  see,  difficulties  in  the 
recovery  phase  of  treatment. 

Human  victims  surviving  long  enough  to 
reach  medical  help  are  not  most  threatened  by 
anemia,  electrolyte  disturbance  of  injury  to  the 
lung.  The  most  serious  injury  is  the  hypoxemia 
which  results  from  absence  of  contact  with  air 
and  the  acidosis  resulting  from  anaerobic 
metabolism.® 


Many  modem  authors  divide  drowning  into 
four  types:^’^2  Wet  drowning,  diy  drowning,  sec- 
ondary drowning,  and  immersion  death.  The 
wet  drowning  victim  will  exhibit  signs  consis- 
tent with  inhalation  of  large  quantities  of 
water,  auscultation  will  show  rales,  the  x-ray 
will  demonstrate  pulmonary  edema,  and  there 
will  be  evidence  of  hemolysis  with  free  plasma 
hemoglobin.  The  victim  of  dry  drowning  will  not 
show  such  severe  signs.  The  x-ray  may  be  nor- 
mal. This  dry  drowning  victim  has  apparently 
inhaled  very  little  water,  and  overall  has  the 
best  prognosis. 

The  victim  of  dry  drowning  may  have  been 
saved  from  inhalation  of  large  quantities  of 
water  either  by  laryngospasm  or  perhaps  by  the 
diving  reflex.  This  latter  reflex  is  found  in  all 
vertebrates  and  consists  of  bradycardia,  sys- 
temic vasoconstriction,  and  suppression  of  re- 
spiratory activity  as  a result  of  the  stimulatory 
effect  of  water  on  the  face  or  nose.®  The  inhibi- 
tion of  respiration  presumably  continues  imtil 
the  brain  shuts  down  due  to  lack  of  oxygen.  This 
reflex  is  particularly  strong  in  children  and 
when  coupled  with  hypothermia,  induced  by 
very  cold  water,  has  been  implicated  in  some 
remarkable  survivals.^® 

Secondary  drowning  refers  to  those  cases  in 
which  pulmonary  edema  develops  in  patients 
who  have  been  successfully  resuscitated.  This 
edema  is  the  result  of  the  injury  to  the  en- 
dothelium and  the  alveolar  lining  cells.  The 
pathologic  examination  of  the  secondary  drown- 
ing victim’s  lungs  disclose  intra-alveolar 
edema,  hemorrhage,  and  hyaline  membranes. 
Secondary  drowning  is  a dangerous  complica- 
tion which  must  be  watched  for  during  the  first 
72  hours  following  water  inhalation. 

Immersion  death  refers  to  those  deaths  which 
appear  to  be  a reflex  death  occurring  on  immer- 
sion, perhaps  arrhythmia  in  an  individual  with 
coronary  artery  disease  immersed  suddenly 
into  cold  water. 

For  the  most  part  the  waters  of  the  mountain 
west  afe“cold,  aa  previously  indicated^Victims 
immersed  in  these  waters  frequently  experi- 
ence hypothermia.  Hypothermia  may  to  some 
degree  protect  the  drowning  victim  by  reducing 
metabolism,  thus  protecting  the  brain  from  the 
effects  of  low  oxygen  supply.  Although  protec- 
tive to  a degree,  hypothermia  may  seriously 
complicate  resuscitation. 
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As  indicated  earlier,  Western  rivers  are  often 
wild  and  raging  torrents,  full  of  rocks  and  snags 
into  which  a victim  may  be  thrown.  Some  vic- 
tims examined  have  shown  evidence  of  severe 
head  injuries.  Collision  with  underwater  objects 
may  lead  to  injury  with  internal  or  external 
hemorrhage.  A common  injury  leading  to 
drowning  is  cervical  fracture  and  spinal  cord 
injury  resulting  from  diving  into  shallow  water. 

The  survival  of  immersion  is  frequently 
termed  "near  drowning.”  Recently  considerable 
attention  has  been  directed  toward  this  condi- 
tion. Many  important  features  have  been  rec- 
ognized. 

The  survival  of  the  "near  drowning”  victim 
depends  on  many  circumstances.  Of  crucial  im- 
portance is  the  duration  of  submersion.  In  warm 
water  four  to  six  minutes  are  probably  the  limit 
without  serious  neurologic  consequences.  In 
colder  water  this  time  limit  can  be  extended. 
Survival  of  up  to  40  minutes  has  been  recorded 
in  very  cold  water.  When  recovered,  the  victim 
is  usually  unconscious  and  not  breathing.  A 
heart  beat  may  or  may  not  be  identified.  The 
victim  needs  immediate  help.  This  help  may  be 
given  successfully  by  almost  anyone  and  is  of 
great  importance. 

1.  The  airway  must  be  ascertained  to  be  open. 

2.  If  sponaneous  breathing  is  not  present, 
mouth-to-mouth  resuscitation  should  be 
started.  This  may  be  sufficient  and  spon- 
taneous breathing  may  start. 

3.  If  there  is  no  carotid  pulse  or  heart  beat, 
closed  chest  massage  will  be  required.  If  the 
victim  does  not  respond,  CPR  must  be  con- 
tinued into  the  hospital. 

This  past  summer,  a short  time  after  deliver- 
ing a lecture  on  drowning  to  our  search  and 
rescue  unit,  the  alarm  sounded,  and  the  dis- 
patcher called  for  an  ambulance  to  go  to  a local 
motel  swimming  pool  on  a drowning 
emergency.  As  we  were  all  standing  by  the  re- 
scue van,  we  responded  in  a time  which  would 
have  impressed  anyone.  As  we  jumped  from  the 
van  at  the  scene  we  were  greeted  by  the  cough- 
ing cry  of  a five-year  old  boy.  It  was  a joyous 
sound,  as  we  had  been  having  a long  run  of  fatal 
drownings.  The  boy  had  been  pulled  from  the 
water  and  an  11  year  old  girl  had  administered 
mouth  to  mouth  recuscitation  with  success.  We 
hastily  took  the  child  to  the  hospital.  Hospitali- 
zation is  important  for  all  "near  drowning”  vic- 
tims. The  victim  may  recover  consciousness  and 


embarassedly  decline  offers  to  be  taken  to  the 
hospital.  Many  people  have  died  of  secondary 
drowning  a short  time  after  resuscitation.  By 
the  time  the  boy  arrived  at  the  hospital  he  had 
well-developed  pulmonary  edema  with  diffuse 
rales  anteriorly  and  posteriorly.  This  boy  made 
an  uneventful  recovery  and  was  discharged 
after  48  hours’  hospitalization.  All  drowning 
survivors  should  be  hospitalized  for  observa- 
tion. 

If  the  drowning  site  resuscitation  has  been 
effective,  and  the  victim  is  conscious  upon  arri- 
val at  the  hospital,  the  prognosis  is  quite  good. 
The  literature  suggests  that  unless  hypother- 
mia is  a factor,  fixed  and  dilated  pupils  on  arri- 
val at  the  emergency  room  indicate  that  severe 
neurologic  injury  has  occurred  and  that  death  is 
almost  certain.®’  “ Unconsciousness  or  altered 
consciousness  is  not  a good  prognosticator.  If 
required,  CPR  should  be  continued  after  arrival 
at  the  emergency  room.  Intubation  and  respira- 
tion by  ventilator  is  desirable.  Measurements  of 
arterial  blood  gasses,  pH,  hemoglobin,  hema- 
tocrit, and  electrolytes  should  be  obtained.  A 
chest  x-ray  should  be  made  as  soon  as  possible. 

In  all  cases  requiring  considerable  CPR  and 
many  others,  serious  arterial  hypoxemia  will 
exist  along  with  marked  acidosis.  These  two 
defects  must  be  corrected.  Intravenous  sodium 
bicarbonate  should  be  administered  to  correct 
acidosis.  Respirator  ventilation  using  positive 
and  expiratory  pressure  (PEEP)  and  intermit- 
tant  mandatory  ventilation  (IMV)  have  been 
demonstrated  to  be  very  useful  in  therapy.  The 
victim’s  lungs  will  have  atelectasis  resulting 
from  loss  of  surfactant,  and  will  probably  have 
some  pulmonary  edema  as  a consequence  of  the 
endothelial  and  alveolar  cell  injury.  PEEP  will 
tend  to  reduce  the  atelectasis.  The  literature 
suggests  pressures  of  5 to  20  cm.  of  water  will 
suffice,  and  greater  pressures  may  cause  de- 
creased cardiac  output.  The  respirator  should 
deliver  concentrations  of  oxygen  sufficient  to 
maintain  the  Pa02  at  60  mm  Hg  or  greater.  The 
lowest  concentration  of  oxygen  which  will  cause 
this  Pa02  should  be  used;  usually  25  to  40  per 
cent  will  suffice.  ®’ 

If  the  core  temperature  is  not  below  32  C (89.6 
F.)  external  warming  will  probably  be 
adequate.  Temperatures  below  32  C may  re- 
quire more  heroic  efforts  with  core  rewarming 
techniques  such  as  cardiopulmonary  bypass  or 
peritoneal  dialysis.  One  of  the  difficulties  of  the 
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ventricular  fibrillation  occuring  in  hypother- 
mia is  that  conversion  will  not  occur  imtil  the 
victim  is  rewarmed. 

A high  mortality  can  be  expected  from  vic- 
tims requiring  such  measures.  PEEP  and  ven- 
tilator Eissistance  may  be  needed  for  several 
days  before  the  patient  is  able  to  maintain  satis- 
factory Pa02,  breathing  room  air.  It  takes  24  to 
48  hours  for  surfactant  to  be  replenished  and 
until  this  time  the  patient  may  exhibit  consid- 
erable right  to  left  shunting  with  attendent  low 
arterial  oxygen  partial  pressures. 

The  correction  of  acidosis  often  results  in 
dramatic  improvement. 

The  literature  indicates  that  steroids  do  not 
seem  to  be  of  benefit.  Antibiotics  should  not  be 
administered  prophylactically.  Fever  in  the 
first  day  is  probably  not  due  to  infection.  Gram 
stains  and  cultures  should  be  used  to  guide  an- 
tibiotic therapy. 

Although  hemolysis  sufficient  to  redden  the 
plasma  may  be  present,  anemia  is  not  a pro- 
blem. A falling  hemoglobin  or  hematocrit  value 
suggests  blood  loss,  perhaps  due  to  ruptured 
spleen  or  other  internal  hemorrhage. 

Renal  function  should  be  monitored  as 
oliguria  has  been  noted.  This  condition  gener- 
ally improves  over  a few  days.  Attention  to  hy- 
dration should  be  given,  and  manitol  may  be 
useful. 

Summary 

In  closing  some  salient  features  of  therapy  of 
the  victim  of  immersion  are  reviewed.  Rapid 
recovery  of  the  body  from  the  water  and  the 
effective  application  of  the  ABC’s  of  resuscita- 
tion at  the  site  of  recovery  are  the  most  impor- 
tant factors  in  the  survival  of  drowning.  Most  of 
the  victims  who  will  eventually  recover  will 
respond  to  resuscitation  at  the  site.  The  lack  of 
such  immediate  response  does  not  eliminate  the 
chance  of  survival.  Oxygen  with  CPR  if  needed 
should  be  continued  to  the  hospital.  It  is  impor- 
tant that  all  drowning  survivors  be  taken  to  the 
hospital  even  if  resuscitation  efforts  are  im- 
mediately successful.  Unless  hypothermia  is 
present,  the  evidence  of  fixed  dilated  pupils  on 
arrival  at  the  emergency  room  is  probably  suffi- 
cient to  cause  abandonment  of  resuscitative 
measures. 

The  patient  presenting  to  the  ER  physician  is 
most  endangered  by  arterial  hypoxemia  and 
metabolic  acidosis.  The  physician  should  obtain 
arterial  blood  gas  determinations  as  soon  as 
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practical.  A PaOa  of  less  than  60  mm  of  Hg  indi- 
cates a need  of  oxygen  therapy.  PaC02  values  of 
over  50  mm  of  Hg  or  inability  to  maintain  an 
open  airway  or  airhunger  or  dyspnea  indicate 
the  need  for  intubation  and  mechanical  ventila- 
tion with  PEEP.  10  to  20  mm  of  PEEP  is  usually 
recommended.  The  administered  oxygen  con- 
centration is  dictated  by  Pa02.  Usually  25  to  40 
per  cent  will  be  effective.  PEEP  will  probably  be 
needed  for  the  24  to  48  hours  required  to  regen- 
erate the  lung’s  surfactant. 

The  pH.  and  HCOs  concentration  will  guide 
therapy  of  acidosis  with  intravenous  sodium 
bicarbonate. 

Although  generally  not  significantly  altered, 
serum  electrolyte  determinations  are  indicated. 

Hemoglobin  and  hematocrit  determinations 
should  be  monitored  to  detect  evidence  of  blood 
loss.  Examination  of  serum  or  plasma  for  degree 
of  pink  discoloration  will  give  some  indication  of 
amount  of  water  inhaled. 

The  chest  x-ray  may  demonstrate  features 
ranging  from  near  total  opacity  to  more  com- 
monly seen  patchy  perihilar  fluffy  infiltrate  or 
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fine  granular  densities  to  a normal  appearance. 
Resolution  of  x-ray  abnormalities  tends  to  occur 
rapidly  and  progress  from  the  periphery  to  the 
hilum.® 

The  rectal  tempeature  should  be  taken  soon 
after  arrival  at  the  ER  to  evaluate  the  degree  of 
hypothermia  present  and  form  of  therapy 


needed. 

Nasogastric  suction  should  be  performed 
after  intubation. 

Generally  speaking,  the  course  in  fresh  water 
drowning  is  said  to  be  short,  leading  either  to 
rapid  recovery  or  death.  • 
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Non  operative  treatment  of  blunt 
injury  of  the  spleen* 


In  the  past,  blunt  traumatic  injury  of  the  spleen 
was  routinely  treated  by  splenectomy.  Current  infor- 
mation indicates  asplenic  patients  are  predisposed  to 
the  syndrome  of  overwhelming  sepsis.  Consequently, 
we  have  evaluated  alternative  methods  of  manage- 
ment of  splenic  trauma.  An  illustrative  case  of  non- 
operative treatment  is  presented. 

For  many  years,  total  splenectomy  was  be- 
lieved to  be  the  only  rational  surgical  treatment 
for  splenic  trauma.  Recent  reports^"®  de- 
monstrating that  acplenic  individuals  are  at  in- 
creased risk  of  fatal  septicemia  suggest  alterna- 
tive forms  of  treatment  are  needed.  During  the 
past  five  years  five  children  with  splenic 
trauma  have  been  treated  other  than  by  total 
splenectomy  at  the  University  of  Colorado  Med- 
ical Center.  The  purpose  of  this  paper  is  to  de- 
scribe the  clinical  course  of  one  of  these  children 
and  briefly  to  review  the  therapeutic  options  in 
patients  with  splenic  trauma. 

Patient  Illustration 

A 12  year  old  black  male  came  into  the 
Emergency  Room  because  of  abdominal  pain. 
He  had  blocked  a punt  during  a football  game, 
and  dove  to  recover  the  ball  in  the  opponent’s 
end  zone  for  the  winning  touchdown.  Other 
players  had  "piled  on.”  He  had  transient  abdom- 
inal pain  later  that  night.  Because  he  had  only 
mild  abdominal  tenderness  and  normal  vital 
signs,  he  was  released  with  a diagnosis  of  "con- 
tused rectus  muscle.”  He  returned  the  same  day 
with  worsening  left  upper  abdominal  and,  now, 
left  shoulder  pain. 

His  temperature  was  37.7°  C.,  blood  pressure 
was  102/78  without  orthostatic  change  and 
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pulse  was  86.  There  was  diffuse  abdominal  ten- 
derness, and  poorly  localized  rebound  tender- 
ness. Bowel  sounds  were  hypoactive.  The 
hematocrit  was  38%  and  white  blood  cell  count 
was  8700  cells/mm^.  Urinalysis  was  normal. 
Chest  and  supine/erect  abdominal  roentgeno- 
grams were  normal.  Peritoneal  lavage  was  per- 
formed with  500  ml  of  normal  saline  with  return 
of  blood-tinged  fluid.  Based  on  the  findings  of 
localized  left  upper  quadrant  tenderness,  blood 
return  on  peritoneal  lavage,  and  the  nature  of 
the  traumatic  event,  a diagnosis  of  splenic  in- 
jury was  made. 

The  patient  was  admitted  to  the  intensive 
care  unit,  typed  and  cross  matched  for  two  units 
of  whole  blood,  treated  with  intravenous  5% 
dextrose  and  saline  and  restricted  to  bedrest. 
On  the  first  hospital  day  he  developed  a tran- 
sient fever  of  38.5°  C.  Blood  pressure  and  pulse 
remained  normal  as  did  the  hematocrit.  99Tc- 
labelled  albumin  spleen  scintillography  was 
performed.  There  was  a wedge-shaped  linear 
defect  in  the  spleen  parenchyma  which  was  in- 
terpreted as  intrasplenic  hematoma  or  splenic 
laceration  (Figure  lA). 

The  child  was  transferred  to  the  hospital 
ward  on  the  third  day.  Abdominal  tenderness, 
fever  and  referred  shoulder  pain  disappeared. 
Oral  feedings  were  begun  and  he  was  allowed  to 
walk.  Spleen  scintillography  on  the  fifth  hospi- 
tal day  more  clearly  demonstrated  the  splenic 
defect  (Figure  IB).  He  was  discharged 
asymptomatic  on  the  seventh  hospital  day  with 
instructions  to  avoid  strenuous  activity  or  re- 
peated trauma.  Hematocrit  was  40  and  white 
blood  cell  count  was  5,100  cells/mm^. 

The  patient  was  seen  weekly  for  the  ensuing 
four  weeks.  He  remained  well.  Spleen  scintil- 
lography performed  33  days  after  the  original 
study  showed  complete  resolution  of  the  defect 
in  the  splenic  parenchyma  (Figure  1C). 
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Figure  1 : Radioisotope  spleen  99m  technetium  labelled  sulfur  colloid  performed  on  the  second  (Figure  I A)  and  fifth  (Figure  IB)  hospital 
days  demonstrates  laceration  or  hematoma  of  the  splenic  parenchyma.  The  repeat  spleen  scan  (Figure  1C)  performed  33  days  after 
original  study  shows  total  resolution  of  the  splenic  defect. 


Discussion 

The  belief  that  total  splenectomy  is  the  only 
safe  approach  to  splenic  trauma  grew  from  early 
reports  of  uniform  fatality  of  patients  managed 
nonoperatively.®  A standard  surgical  textbook 
advises;  "Splenectomy  is  the  recommended 
treatment,  regardless  of  type  or  extent  of 
splenic  injury.”'^  The  important  functions  of  the 
spleen  in  filtering  blood-bone  particulate  anti- 
gens and  synthesizing  specific  IgM  antibody 
and  peptides  that  promote  phagocytosis  have 
been  elucidated  over  the  last  two  decades. 
Numerous  retrospective  clinical  studies^^  have 
clearly  shown  that  the  incidence  of  fulminant 
septicemia  after  splenectomy  is  greatly  in- 
creased. Post-splenectomy  sepsis  is  more  com- 
mon in  patients  under  10  years  of  age  but  has 
been  reported  as  late  as  the  third  decade  of  life. ^ 
Fatal  septicemia  has  been  well  documented  fol- 
lowing splenectomy  for  trauma^’ ^ although  it  is 
generally  agreed  that  the  syndrome  occurs  less 


frequently  presumably  due  to  retention  of  some 
splenic  function  secondary  to  splenosis  from 
local  or  intraperitoneal  splenic  seeding.® 
Massive  intraperitoneal  bleeding  or  hypoten- 
sion despite  adequate  blood  and  fluid  replace- 
ment demand  immediate  laparotomy  to  control 
hemorrhage.  A traumatically  disintegrated  sp- 
leen requires  total  splenectomy.  Splenic  trans- 
ection and  major  splenic  lacerations,  however, 
have  been  successfully  managed  by  segmental 
splenic  resection®,  suture  repair^®  or  hemostatic 
agents. “As  demonstrated  in  our  patient, 
nonoperative  management  for  proven  splenic 
lacerations  and  hematomas  has  been  equally 
successful, “ A nonoperative  approach  was 
chosen  in  our  patient  because  there  was  1)  no 
evidence  of  an  associated  intraabdominal  in- 
jury, 2)  lack  of  hypotension,  and  3)  a stable 
hematocrit.  The  morbidity  of  these  conservative 
approaches  has  proven  to  be  minimal.# 
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and  suggestions  to  authors 


1.  Who  may  submit  articles.  The  Rocky  Mountain  Medi- 
cal Journal  ordinarily  accepts  only  articles  prepared  by 
members  of  the  state  societies  we  serve  and  by  guest  speakers 
at  their  official  meetings. 

2.  Method  of  preparation.  All  material  for  publication 
must  be  typewritten,  double  spaced,  with  liberal  margins, 
using  only  one  side  of  the  paper,  pages  consecutively  num- 
bered, and  preferably  on  standard  SVi  x 1 1 white  bond  paper. 
Carbon  copies  are  not  acceptable. 

Title  (preferably  short)  and  author’s  name,  city  and  state 
must  appear  at  the  top  of  the  first  page.  Second  and 
subsequent  pages  should  be  identified  with  consecutive  page 
numbers  and  author’s  surname.  If  physician  authors  possess 
more  than  one  degree,  the  MD  only  is  used.  Lesser  degrees  of 
non-MD  authors  or  co-authors  may  be  used. 

Please  include  beneath  the  title  or  at  the  top  of  the  first 
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show  and,  therefore,  why  it  should  be  read.  This  introduc- 
tory feature  is,  in  editorial  parlance,  called  the  “blurb”;  it  is 
printed  in  bold  type. 

3.  Where  to  submit  material.  All  copy  must  be  sent  to  the 
editor  for  the  state  in  which  the  material  originates.  Editors 
for  each  state,  with  their  mailing  addresses,  are  listed 
monthly  on  the  Table  of  Contents  page  of  the  Journal. 

4.  Acceptance  or  rejection.  The  state  editor  will  (1) 
tentatively  accept  the  article,  (2)  return  it  to  the  author  with 
suggestions  for  revision,  or  (3)  reject  it.  He  will  edit  and 
forward  approved  copy  to  the  publication  office  in  Denver 
for  final  editing  and  scheduling. 

5.  Order  of  publication.  Ordinarily,  articles  will  be  pub- 
lished in  the  order  received.  Those  whose  value  is  seasonal, 
whose  value  would  be  lost  if  publication  is  delayed,  or  which 
reflect  priority  of  original  research,  are  given  special  consider- 
ation. State  presidential  addresses,  programs,  state  society 
minutes,  and  timely  organization-  announcements  are  given 
priority. 

6.  Length  of  articles.  Scientific  papers  should  be  “boiled 
down”  not  to  exceed  ten  pages  of  double-spaced  typewritten 
standard  8V2  x 11  inch  sheets.  Shorter  papers  are  more 
acceptable  to  editors  and  readers,  and  earlier  publication  is 
probable.  Every  journal  is  in  competition  for  the  reader’s 
time,  and  condensation  is  the  order  of  the  day.  For  this 
reason,  and  because 'of  financial  and  space  limitations,  we 
request  that  copy  be  condensed  to  the  greatest  extent 
consistent  with  conveying  the  message. 

7.  Illustrations.  A limited  number  of  illustrations  or 
“cuts,”  usually  up  to  six,  will  ordinarily  be  accepted  within 
our  own  publication  budget  if  the  editor  believes  they 
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diagrams  or  line  drawings  in  black  on  white,  printing  rather 
than  writing,  reproduce  well.  Cuts  should  be  mounted 
separately,  and  the  paper  or  cardboard  mounts  should  be  the 
same  size  as  that  upon  which  the  article  is  typed.  Each  should 
have  its  caption  below:  Fig.  1,  Fig.  2,  etc.,  with  a short 
descriptive  sentence.  Authors  will  be  billed  our  cost  for 
excess  above  six  cuts. 


8.  Tables.  Tables  should  be  simple,  presenting  only  brief 
relevant  data,  amply  spaced.  They  should  be  placed  at  the 
back  of  the  manuscript  on  separate  sheets.  Each  should  have 
its  number  and  title  above:  Table  1,  Title;  Table  2,  Title;  etc. 
Long,  large,  or  complicated  tables  ordinarily  are  not  accept- 
able. 

9.  Case  reports.  Case  reports  are  popular  with  our 
readers.  A brief  introductory  statement  concerning  the  condi- 
tion or  disease,  tells  why  the  case  is  presented.  The  report 
follows  with  a separate  heading,  CASE  REPORT  or  CASE  1, 
CASE  2,  etc.  Include  only  relevant,  positive  laboratory  and 
other  data.  Names,  initials,  and  numbers  are  unimportant; 
age,  sex,  and  sometimes  occupation  are  significant.  Minimize 
dates;  then  make  it  month,  date,  year-as  February  9,  1969; 
not  2/9/69.  After  the  case  presentation,  review  or  sum  it  up 
under  a heading  such  as  Discussion,  Comment,  Summary  or 
Conclusion. 

10.  Footnotes.  Footnotes  must  be  brief.  One  at  the 
bottom  of  the  first  page  should  state  the  Society  and  date  of 
presentation,  and  institutional  origin,  if  any.  Special  titles  or 
position  of  the  author,  acknowledgements,  etc.,  will  be  added 
according  to  simplicity,  editorial  policy  and  discretion, 

11.  References.  Reference  lists  rarely  add  to  the  value  of 
an  article  for  the  majority  of  readers.  We  will  make  every 
effort  to  publish  short  reference  lists,  but  long  ones  will  be 
deleted.  Incidentally,  the  proper  heading  is  “References,”  not 
“Bibliography.”  The  latter  implies  everything  in  the  literature 
upon  the  subject.  Make  them  uniform  in  style  and  brief,  as: 
Jones,  W.  K.:  Pyelonephritis  in  Infancy.  JAMA  141:75. 
1964. 

12.  Editorials.  We  would  like  to  have  more  submitted  by 
our  State  editors  and  the  membership  at  large.  Readers  must 
get  tired  of  thunder  from  publication  headquarters  in  Denver; 
frankly,  we  do  too!  Speak  out,  and  we’ll  sign  your  name, 
initials,  or  respect  your  request  for  anonymity,  as  you 
choose.  If  you  don’t  like  something  we  do  or  say,  please  let 
us  in  on  it;  we  could  even  stand  to  hear  about  it  if  something 
happens  to  please  you.  A “Letter  to  the  Editor”  may  help 
you  get  something  off  your  mind.  We’re  asking  for  it  and  we 
have  a place  to  put  it-in  the  Journal,  that  is! 

13.  Proofs.  Galley  proofs  are  submitted  to  the  author, 
and  prompt  return  is  essential.  Authors  should  correct 
typographical,  grammatical,  or  rhetorical  errors,  but  do  not 
reinsert  or  rewrite  sentences,  paragraphs,  tables,  etc.,  which 
an  editor  may  have  deleted,  condensed,  or  paraphrased.  When 
an  article  reaches  the  galley-proof  stage,  the  author  may  NOT 
re-edit  his  article;  that  is  the  privilege  of  the  Journal’s  editors. 

14.  Reprints.  Most  authors  desire  reprints.  Our  printing 
firm  provides  them  on  a non-profit  basis.  They  MUST  be 
ordered  when  the  author  submits  his  corrected  proof. 

15.  Our  Journal  is  copyrighted.  We  and  most  state  and 
regional  journals  owned  by  state  medical  societies  have 
granted  each  other  continuing  copyright  permission  to  copy 
or  quote  with  proper  credit.  Copyright  permission  is  not 
granted  to  commercial  or  privately  owned  publications. 
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Cretin  or  mongol 


Congenital  Hypothyroidism-New  Concepts 


Laymen  apply  the  words  cretin  and  mongol  to 
similar  crude  mistakes  of  nature.  Medically,  one 
mistake  is  known  as  Down's  syndrome  and  is 
explained  as  a genetic  error:  trisomy  21.  Specific 
treatment  is  lacking.  The  other  mistake  is  cretinism 
(congenital  hypothyroidism)  and  can  be  prevented  by 
treatment  during  early  growth  periods.  Proper  early 
diagnosis  and  treatment  is  the  current  clinical  goal. 


CASE  REPORT 

J.S.  was  seen  at  4 months  of  age  because  of  a large  tongue 
and  "mongoloid  appearance.”  Swallowing  diming  a feeding 
was  impaired  and  choking  occasionally  occurred.  Cough  and 
cry  were  hoarse.  Despite  constipation  disposition  was 
placid.  Prolonged  icterus  occurred  during  newborn  period. 
Gestation  and  maternal  history  were  unremarkable. 

Height  was  two  standard  deviations  below  the  age  norm. 
Hair  was  sparse  and  his  facial  features  were  coarse.  Ex- 
tremities were  cool  and  mottled.  A yellowish  orange  tint  to 
the  palm  was  absent  from  the  sclera  suggesting 
carotenemia.  The  subcutaneous  tissue  of  his  face,  hands, 
and  legs  was  doughy  and  pitting  peripheral  edema  was 
present.  His  bulky  tongue  protruded  from  the  mouth.  His 
abdomen  was  distended  and  there  was  an  umbilical  hernia. 
No  thyroid  gland  tissue  could  be  appreciated. 

Hematocrit  was  27,  and  red  blood  cells  were  normo- 
chromic and  normocytic.  Skeletal  maturation  was  delayed 
radiographically.  Thyroxine  was  markedly  decreased,  and 
thyroid  stimulating  hormone  was  markedly  elevated. 

Congenital  hypothyroidism  was  diagnosed  and  oral  L- 
thyroxine  was  begun  as  therapy. 

Impressive  improvement  in  symptoms  and  signs  followed 
therapy.  His  developmental  milestones  have  since  regis- 
tered normal  progress. 

Discussion 

The  classical  features  of  a hypothyroid  infant  are 
well  demonstrated  here. 


‘Presented  to  the  Wyoming  State  Medical  Society  February  1977,  Winter 
Meeting 


Gary  C.  Lang,  MD,  Lander,  Wyoming 


Infant  Hypothyroidism 

1.  integument:  cool,  mottled  edema 

2.  feeding  problems;  large  tongue,  constipa- 
tion 

3.  behavior:  inactive  and  delayed 

4.  circulatory:  slow  pulse,  cardiomegaly 

5.  hematologic:  anemia 

Down’s  syndrome  (Mongolism)  in  infants  has 
many  similarities  to  hypothyroidism.  The 
dysplastic  features  of  Downs’s  syndrome  are  the 
important  differential  features. 

“Hypothyroid”  Features  of  an  Infant  with  “Down’s 
Syndrome” 

1.  open  mouth,  protruding  tongue 

2.  small  stature 

3.  developmental  delay 

4.  late  fontanel  closure 

5.  low  nasal  bridge 

6.  cutis  marmorata 

7.  thin,  sparse  hair 

Congenital  h3rpothyroidism  is  usually  diag- 
nosed in  infancy  only  after  the  classical 
symptoms  and  signs  are  well  developed.  Diag- 
nosis in  the  newborn  period  is  rare  but  very 
important,  for  if  treatment  is  begun  before  three 
months  of  age  the  average  IQ  is  89.  If  treatment 
is  begun  after  five  months  of  age  the  average 
patient’s  IQ  is  54. ^ 

Brain  development  is  thought  to  extend  at 
least  5 months  beyond  birth.  With  insufficient 
thyroid  hormone,  mental  deficiency  is  the  most 
vexing  ultimate  clinical  problem.  It  had  been 
thought  that  maternal  thyroxine  would  cross 
transplacentally  thus  explaining  the  lack  of 
"classical  symptoms”  in  newborn  hypothyroid 
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infants.  Now  it  is  known  that  maternal 
thyroxine  does  not  cross  the  placental  barrier. 
Fortunately  there  are  signs  which  are  present 
in  the  nursery  which  can  prompt  optimal  early 
diagnosis  of  hypothyroid  infants. 

These  features  were  found  to  be  present  in 
neonates  with  hypothyroidism.  Clinical  con- 
stellation of  these  elements  should  prompt 
further  diagnostic  effort.^ 

Neonatal  Hypothyroidism 

1.  Large,  post- term 

2.  Large,  posterior  fontenelle 

3.  Respiratory  distress  syndrome 

4.  Hypothermia 

5.  Acrocyanosis 

6.  Feeding  problems  with  inactivity 

7.  Slow  stooling 

8.  Abdominal  distention 

9.  Prolonged  icterus 

10.  Edema 

Many  of  these  symptoms  overlap  with  those 
most  common  to  Down’s  Syndrome.  Some 
neonatal  features  of  Down’s  Syndrome  are: 

Neonatal  ^‘Down’s”  Syndrome 

1.  Hypotonia 

2.  Poor  Moro’s  reflex 

3.  Hyperflexibility  of  joints 


4.  Excess  skin  in  back  of  neck 

5.  Flat  facial  profile 

6.  Slanted  palpebral  fissures 

7.  Anomalous  ears 

8.  Dysplasia  of  pelvis 

9.  Dysplasia  of  5th  finger 

10.  Simian  crease 

Significant  laboratory  advances  have  pro- 
vided major  advances  in  the  early  detection  of 
infants  with  hypothyroidism.  Microradio-im- 
munoassay technics  now  allow  T-4  and  TSH 
determinations  to  be  performed  on  a spot  of 
blood  blotted  on  filter  paper.  Using  these 
technics,  175,000  newborn  infants  have  been 
screened,  and  28  infants  with  hypothyroidism 
diagnosed:  one  patient  in  6,000.“^  The  cost  per 
test  in  this  program  was  50  cents,  and  the  calcu- 
lations show  an  estimated  saving  to  society  of 
$600,000  for  every  patient  diagnosed.^  Technol- 
ogy thus  has  afforded  a significant  advance  in 
this  field. 

Congenital  hypothyrodism  though  rare  must 
be  diagnosed  early  for  optimal  treatment  be- 
nefits. Though  the  neonatal  clinical  features 
are  recognizable,  diagnosis  usually  is  delayed 
until  infancy.  Neonatal  screening  biochemi- 
cally for  thyroid  deficiency  is  now  reliable  and 
cost  effective.  Routine  newborn  screening  will 
be  a future  standard.# 
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Massive  bilateral  adrenal 
hemorrhage 


Report  of  3 Cases 


Introduction 

Xarli  and  associates  writing  in  Medicine  for 
May,  1978  indicate  that  bilateral  massive  ad- 
renal hemorrhage  in  the  adult  often  occurs 
amidst  other  life-threatening  nonendocrine 
illnesses,  is  seldom  diagnosed  antemortem,  and 
appears  to  be  increasing  — with  an  incidence  at 
autopsy  of  1.1  per  cent  in  a series  of  2000  con- 
secutive recent  autopsies  at  the  Baltimore  City 
Hospital.  49  studies  are  cited,  dating  from  1857, 
which  provide  source  material  for  135  previ- 
ously reported  patients,  their  22  patients  bring- 
ing the  total  of  autopsy-documented  bilateral 
adrenal  gland  hemorrhage  patients  in  the  liter- 
ature to  157  at  the  time  of  publication  in  May, 
1978. 

This  paper  reports  three  additional  autopsy- 
documented  cases  of  massive  bilateral  adrenal 
hemorrhage  not  suspected  during  life.  I hope  to 
raise  our  index  of  suspicion  for  this  diagnosis, 
which  may  be  treated  successfully  with  little 
clinical  risk  to  the  patient  by  life-saving 
exogenous  glucocorticoids  and  mineralocor- 
ticoids.  Two  of  these  cases  occurred  in  the  past 
year  at  the  Cheyenne  Veterans  Administration 
Center,  and  patient  number  3 is  a previously 
unreported  patient  from  my  practice  of 
medicine  in  Massachusetts. 

CASE  REPORTS 

Case  1:  J.B.  A 52  year  old  electrical  lineman  drove  himself 
to  the  Cheyenne  Veterans  Administration  Center  from 
Thermopolis,  complaining  of  RUQ  (Right  Upper  Quadrant) 
pain  radiating  to  the  back.  Six  weeks  prior  to  admission  he 
had  been  hospitalized  for  2 weeks,  with  similar  pains  which 
eventually  subsided.  Eight  days  following  the  discharge 
nausea,  vomiting  and  RUQ  pain  returned. 

Examination  showed  temperature  103°, pulse  140andBP 
100/60.  Chest  was  clear,  heart  was  unremarkable,  right 
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upper  quadrant  had  muscle  guarding  with  pain  that  refer- 
red to  the  back.  The  remainder  of  the  abdomen  was  soft  with 
normal  bowel  sounds.  Rectal  examination  was  unremarka- 
ble. 

A surgical  consultant  examined  the  patient  one  hour  after 
admission.  His  history  described  abdominal  pains,  radiat- 
ing to  the  right  shoulder,  right  chest  and  right  upper  quad- 
rant with  vomiting  and  fatty  food  intolerance  of  many  years. 
He  had  received  ampicillin  and  Trimethoprim.  There  was 
little  true  guarding  in  the  RUQ,  the  RLQ  (Right  Lower 
Quadrant)  was  soft  with  active  bowel  sounds.  He  appeared 
dehydrated  and  pale.  Cholecystitis  was  suspected;  in- 
travenous fluids  (intravenous  cephalothin)  were  begun. 

Laboratory  studies  included  urine  specific  gravity  1.020 
with  U-  ketones  and  2+  proteins,  6-8  WBC  (White  Blood 
Cells)  and  1-2  RBC  (Red  Blood  Cells)/  HPF.  Hematocrit  33, 
hemoglobin  10.8,  white  count  11,000  with  35  polys,  10 
bands,  5 juveniles,  42  lymphs,  7 monos  and  1 basophil. 
Platelets  were  adequate  on  smear.  On  the  morning  after 
admission, glucose  was  122,  BUN  26,  creatinine  1.5,  sodium 
128,  potassium  3.3  and  liver  function  tests  entirely  normal 
except  for  slightly  elevated  LDH  at  96.  Urine  culture  was 
negative.  VDRL  was  nonreactive.  Chest  x-ray  suggested 
obstructive  lung  disease,  abdominal  films  suggested  ileus 
with  a few  fluid  levels  but  not  an  obstructive  pattern.  ECG 
showed  SA  tachycardia  at  130  with  low  voltage  in  the  stan- 
dard complexes  and  widespread  ST  and  T wave  abnor- 
malities. 

The  patient  remained  uncomfortable,  complaining  of  pain 
in  the  right  groin.  He  was  lethargic,  and  temperature 
reached  104.6°  at  the  end  of  the  first  hospital  day.  The  next 
day  he  was  transferred  to  the  Intensive  Care  Unit  where 
tachypnea,  lip  cyanosis,  and  tachycardia  persisted.  Arterial 
blood  gases  showed  a partial  pressure  of  oxygen  of  33,  pC02 
29,  and  pH  7.46.  Oxygen  was  begun  with  prompt  improve- 
ment, and  the  patient  had  a large  liquid  brown  stool.  Chest 
x-ray  was  within  normal  limits,  but  hematocrit  had  fallen  to 
26  with  hemoglobin  8. 5mg'X  and  white  count  9,700  differen- 
tial showing  21  polys,  3 bands,  1 metamyelocyte,  74  lym- 
phocytes and  1 monocyte.  Sedimentation  rate  was  90mm/hr 
Westergren.  Three  blood  cultures  that  day  returned  even- 
tually without  growth. 

A medical  consultant  suspected  subdiaphragmatic 
abscess  related  to  acute  cholecystitis  but  needle  aspiration 
yielded  blood  without  pus.  The  patient  was  prepared  for 
sui  p ry  the  following  morning.  Toward  the  end  of  the  2nd 
hospital  day,  however,  he  experienced  tenesmus,  was  weak, 
dyspneic  with  ashen  color,  suddenly  became  unresponsive 
and  did  not  respond  to  cardiopulmonary  resuscitation. 

Post  mortem  examination  showed  an  acute  fibrinous 
pericarditis,  concentric  cardiac  hypertrophy,  and  Grade  1 
nephrosclerosis,  chronic  obstructive  pulmonary  disease 
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with  panaciiictr  emphysema,  and  tubular  bronchiectasis. 
The  liver,  gallbladder  and  pancreas  showed  no  significant 
abnormalities. 

The  adrenals  were  described  as  "massive,  enlarged, 
hemorrhagic,  showing  extensive  reactive  firm  appearance 
of  the  perirenal  fat.  On  cross  section,  enlarged  appearance  of 
the  adrenals  is  noted  and  extensive  fresh  hemorrhage  is 
present  filling  the  medulla  and  extending  through  the  cor- 
tex and  into  the  adjacent  perirenal  fat.  The  adrenals  to- 
gether weighed  about  100  grams.  The  hemorrhage  is  sym- 
metrical, bilateral,  and  extensive.”  The  pathologist  deemed 
the  primary  cause  of  death  due  to  acute  bilateral  adrenal 
hemorrhage,  probably  secondary  to  pericarditis. 

Case  2:  E.C.  This  81  year  old  man  was  admitted  from  the 
Nursing  Home  because  of  fever.  Previous  admissions  were 
in  1975  for  COPD  and  Parkinsonism  and  in  1976  for  repair 
of  a left  inguinal  hernia.  At  that  time,  severe  central  airway 
obstruction  with  arterial  hypoxemia  was  documented. 

Two  days  PTA,  he  complained  of  fever,  myalgias  and 
diarrhea  which  did  not  respond  to  acetaminophen,  fluids, 
rest,  and  Lomotil.  On  admission,  temperature  was  102^, 
pulse  88,  BP  116/54  and  respirations  22.  His  color  was  poor, 
there  were  decreased  breath  sounds  with  right  lower  lobe 
rales,  distant  heart  tones,  an  unremarkable  abdomen,  and 
acrocyanosis.  Neurological  examination  showed  rigidity, 
cog  wheeling,  and  tremors  of  Parkinsonism. 

Hematocrit  was  52,  hemoglobin  17.5,  and  WBC  6,300 
with  66  polys,  6 bands,  10  lymphs  and  18  monos.  Urinalysis 
showed  1+  proteinuria  and  12-15  WBCs  and  0-2  RBCs  HPF. 
Glucose  was  99,  BUN  14,  creatinine  0.9,  sodium  140,  potas- 
sium 3.6,  chloride  97  and  CO2  32.  Liver  function  studies 
were  normal,  total  protein  was  6.1  with  albumin  3.0.  Porta- 
ble chest  x-ray  was  unchanged,  ECG  showed  borderline 
QRS  voltage,  nonspecific  ST  and  T wave  abnormalities. 
Arterial  blood  gases  showed  p02  35,  CO2  37,  pH  7.38. 

Intravenous  fluids  with  ampicillin  and  gentamycin  as 
well  as  oral  digoxin  and  Choledyl  were  begun,  and  Sinemet 
was  continued.  Oxygen  at  2 liters  per  minute  was  given.  The 
patient’s  entire  course  was  febrile. 

He  remained  cyanotic,  restless,  lethargic,  disoriented, 
and  wheezing.  Despite  oxygen,  arterial  pCfe  did  not  improve. 
His  physician  noted  "he  seems  sicker  than  can  be  accounted 
for  by  pneumonia  (although  his  lungs  are  in  very  bad  condi- 
tion).” Chest  x-ray  showed  abnormal  density  at  each  base, 
slightly  more  prominent  on  the  right,  consistent  with 
pneumonia.  Ampicillin  was  discontinued  in  favor  of  in- 
travenous cephalothin. 

By  the  8th  hospital  day,  patient  felt  slightly  improved. 
BUN  was  14,  creatinine  0.9,  sodium  133,  potassium  3.2, 
chloride  81  and  CO2  39.  Hematocrit  was  56  with  white  count 
8,300,  77  polys,  12  lymphs  and  11  monos.  Aminophylline 
was  begun  intravenously  and  intravenous  fluids  continued. 

By  the  10th  day,  the  patient  was  again  deteriorating, 
barely  responsive  with  blood  pressure  138/98.  He  could  not 
take  oral  medication.  Arterial  hypoxemia  persisted  with 
slight  hypercapnea  and  arterial  pH  7.40.  Metamyelocytes 
and  band  forms  appeared  in  the  white  count  of  12,300  but 
creatinine  was  1.1,  sodium  134  and  potassium  2.9.  In- 
travenous cephalothin  and  gentamycin  were  continued  and 
for  the  last  48  hours  of  life,  the  patient  was  profusely 
diaphoretic  although  blood  pressure  was  as  high  as  130/80 
30  minutes  before  death. 

Post  mortem  examination  included  moderately  severe 
bilateral  pulmonary  emphysema  with  bilateral  lower  lobe 
bronchopneumonia,  producing  moderate  cor  pulmonale  in 
the  presence  of  mild  focal  coronary  atherosclerosis. 

"Both  adrenal  glands  were  enlarged  and  measured  each 
about  6x4. 5x3. 5 cm.  They  are  enlarged  because  of  marked 
medullary  hemorrhage  with  some  obscuration  of  the  cor- 
tices. The  cortices  range  from  about  0.2  up  to  0.4  or  even  0.5 


cm  in  thickness  in  areas.  They  appear  hyperplastic.  The 
right  adrenal  gland  shows  1 intramedullary  nodule  of  yel- 
low tissue  about  1.5  cm  in  diameter.  The  hemorrhage  has 
broken  through  the  adrenal  capsule  on  the  left  and  is  as- 
sociated with  a moderate  amount  of  retroperitoneal  hemor- 
rhage, particularly  around  the  left  kidney.”  Microscopic 
sections  of  the  adrenal  glands  show  "marked  hemorrhage 
with  areas  of  cortical  necrosis  and  foci  of  infiltration  of  the 
necrotic  areas  by  rather  large  numbers  of  neutrophils.” 

The  pathologist’s  opinion  was  that  the  cause  of  death  was 
probably  primarily  marked  adrenal  hemorrhagic  necrosis, 
the  cause  of  which  was  uncertain.  He  wondered  about  a 
terminal  septicemia  which  led  to  it  on  the  basis  of  dissemi- 
nated intravascular  coagulation. 

Case  3:H.M.  was  47  years  old,  mother  of  three,  admitted  to 
Surgical  Service  with  nausea,  vomiting  and  right  upper 
quadrant  abdominal  pain  of  5 days  duration.  Biliary  colic 
was  suspected,  and  a gallbladder  x-ray  on  the  morning  after 
admission  showed  faint  filling  with  numerous  filling  de- 
fects. 

Past  history  included  tonsillectomy,  right  mastoidec- 
tomy, and  2 year  history  of  hypertension.  Two  years  previ- 
ously after  a series  of  tests,  she  had  begun  thyroid  one-half 
gr.  daily  which  she  discontinued  after  1 year. 

Examination  showed  BP  180/110,  pulse  72,  respirations 
20,  temperature  99°.  She  was  sallow,  appearing  older  than 
her  stated  age  with  unremarkable  head,  neck,  heart  and 
lungs.  The  abdomen  was  soft,  not  distended,  somewhat  ten- 
der in  the  right  upper  quadrant  without  a mass  felt.  Pelvic 
and  rectal  examinations  were  normal. 

Laboratory  studies  included  urinary  specific  gravity 
1.005  without  sugar,  albumin,  or  acetone,  0-2  RBCs,  0-2 
WBCs.  Hematocrit  was  38,  hemoglobin  12.6  and  white 
count  12,400  with  3 eos,  66  polys,  30  lymphs  and  1 mono. 
Chest  x-ray  showed  slight  cardiomegaly. 

On  the  2nd  hospital  day  under  satisfactory  general  anes- 
thesia, an  exploratory  laparotomy  was  unremarkable  and  a 
calcul us-containing gal Ibl adder  was  removed . She  tolerated 
the  55  minute  procedure  well,  and  was  conscious  and  re- 
sponsive in  the  recovery  room.  Blood  pressure  there  ranged 
from  176/106  to  210/126.  She  was  nauseated  and  vomiting. 

On  the  first  post-operative  day  she  was  nauseated  and 
restless.  8 a.m.  BP  was  84/60  and  ECG  showed  sinus 
tachycardia  with  nonspecific  T wave  abnormalities. 
Hematocrit  was  40,  serum  sodium  126  and  potassium  3.4. 
Color  was  poor,  hands  were  cyanotic,  and  skin  was  cool  and 
dry. 

On  PO  day  number  2,  she  appeared  to  be  in  severe  abdom- 
inal pain  with  tenesmus  on  several  occasions  without  bowel 
movement.  Blood  pressure  was  70/50.  A medical  consultant 
noted  puffy  face  with  somewhat  orange  hue,  disorientation, 
hoarse  voice,  asterixis,  an  exaggerated  delayed  recovery  of 
deep  tendon  reflexes,  crackling  rales  at  both  bases  with  a 
loud , pulmonary  second  sound  and  absent  bowel  sounds. 
Hematocrit  was  35,  white  count  8,900  with  27  stabs,  5 1 segs, 
17  lymphs,  4 monos  and  2 eos.  Sodium  was  119,  potassium 
3.2,  chloride  88  and  BUN  26.  There  was  3+  albuminuria 
with  specific  gravity  1.014, 1-3  WBCs  and  2 RBCs  per  HPF 
as  well  as  a few  hyaline  casts.  ECG  suggested  electrolyte 
imbalance.  Arterial  pH  was  7.4  with  arterial  pC02  52.  A 
serum  cortisol  and  serum  thyroxine  were  drawn,  returning 
after  the  patient’s  death.  Total  thyroxine  was  0.5  micro- 
grams, a very  low  level;  and  serum  cortisol  was  30  micro- 
grams per  100  ml,  normal  from  5-20  micrograms  per  100  ml. 

Hypothyroidism  and  at  least  relative  hypoadrenal  corti- 
cism  were  suspected  and  the  patient  was  begun  on  intraven- 
ous Solu-cortef  and  intravenous  levothyroxine  as  well  as 
250  CCS  5%  saline  and  Ringers  lactate.  Ampicillin  was  begun 
because  of  fever  and  with  nasal  oxygen,  patient  seemed 
considerably  improved. 
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On  PO  day  number  3,  serum  sodium  was  117,  potassium 
4,  chloride  98  and  CO2  22  with  BUN  31  and  total  cholesterol 
180.  Hematocrit  was  38  with  white  count  14,400.  Chest 
x-ray  showed  elevated  right  diaphragm  with  dense  consoli- 
dation of  the  right  lower  lobe  and  atelectasis  at  both  bases. 
Intravenous  mannitol  led  to  prompt  urine  output  exceeding 
40  ccs/hr,  and  the  intravenous  fluids  were  discontinued. 
Blood  pressure  was  150/110  but  the  patient  continued  to 
complain  of  nausea  with  vomiting  as  well  as  pain  in  the 
lower  back  and  on  the  right  side.  She  was  restless.  Family 
described  the  patient  as  a "chronic  alcoholic”  and  she  herself 
admitted  to  one-half  pint  of  whiskey  daily. 

On  the  4th  PO  day,  she  received  intramuscular  synthroid 
and  had  normal  serum  electrolytes  but  a BUN  of  40.  There 
was  fair  abdominal  peristalsis,  and  progress  notes  state  the 
patient  looks  much  better.  Blood  pressure  was  150/100.  She 
continued  to  vomit,  however,  and  about  midnight  on  the  4th 
PO  day  vomited  over  a 1000  ccs,  passed  loose  thready  brown 
stool,  became  unconscious,  cold,  mottled,  and  clammy  and 
was  pronounced  dead. 

Post  mortem  diagnoses  included  a hypoplastic  thyroid 
gland  with  pulmonary  congestion  edema  and  atelectasis. 

"Both  adrenal  glands  are  rather  strikingly  enlarged. 
There  is  hemorrhage  just  beneath  their  capsule.  On  section- 
ing, both  of  them  show  extensive  hemorrhage  throughout. 
The  central  portion  of  the  gland  is  replaced  by  blood  clot  and 
the  cortex  shows  hemorrhage  throughout  it.” 

"Microscopic  sections  of  both  adrenal  glands  show  essen- 
tially similar  findings  The  adrenal  veins  within  the  glands 
contain  thrombi  and  the  gland  is  al  most  totally  destroyed  by 
hemorrhagic  infarction.  The  connective  tissues  surround- 
ing the  gland  are  markedly  edematous  and  contain  a heavy 
infiltration  of  polymorphonuclear  leukocytes.  No  stored  cor- 
tical lipid  is  present  within  the  small  amount  of  not  infarc- 
ted  adrenal  cortex.” 

The  sections  of  thyroid  tissue  show  "a  rather  dense  fibro- 
tic  stroma  with  a few  nests  of  nondescript  epithelium  con- 
tained within  it.  Two  small  nodules  of  extremely  atrophic 
thyroid  tissue  are  present.  Neither  one  of  these  is  1 cm  in 
greatest  dimension.  There  is  no  stored  colloid  within  the 
acini  which  are  lined  by  low  cuboidal  cells.  Numerous  lym- 
phocytes are  associated  with  the  scant  amount  of  thyroid 
parenchyma.” 


Brief  Review  of  Literature 

Adrenal  hemorrhage  has  been  described  for 
over  300  years,  Waterhouse  compiling  all  re- 
corded cases  in  1911  and  Fridericksen  again 
reviewing  the  literature  in  1918.  Since  then,  the 
Waterhouse-Friderickson  syndrome  has  been 
used  to  describe  symptoms  occurring  in  menin- 
gococcal septicemia,  general  toxemia,  and  acute 
adrenal  insufficiency. 

In  1951  Proctor  and  Rosen  described  necrotic 
degeneration  and  massive  bleeding  in  the  ad- 
renal cortices  of  animals  treated  with  massive 
doses  of  ACTH.  Berte  in  1953  catagorized  ad- 
renal bleeding  into  4 groups:  first,  that  as- 
sociated with  involution  or  destruction  of 
glands  as  in  newborn  babies  and  post  partum; 
second,  that  associated  with  capillary  wall 
damage  including  toxemia;  third,  that  as- 
sociated with  different  hemorrhagic  disorders. 


and  fourth,  with  adrenal  vein  thrombosis  and 
infarction.  Jungheus  collected  60  cases  of  mas- 
sive adrenal  hemorrhage  occurring  in  preg- 
nancy or  as  a complication  of  delivery  in  1958. 

Thrash  and  Iri  pointed  out  that  "ischemia  due 
to  arterial  spasm  or  lowered  blood  pressure  dur- 
ing shock  may  readily  produce  selective  ir- 
reversible damage  to  the  adrenal  cortex  because 
it  has  such  a high  rate  of  metabolism  — up  to 
three  times  that  of  liver  or  kidney,  for  exam- 
ple — and  is  supplied  by  some  fifty  tiny  arteries 
although  it  is  drained  by  only  1 vein.” 

A 1963  Acta  Medica  Scandinavica  study  of 
adrenal  hemorrhage  and  necrosis  in  23  adults 
by  Botteri  and  Orell  suggested  that  hemor- 
rhagic infarction  of  the  adrenals  is  caused  by 
thrombosis  of  the  medullary  veins.  The  clinical 
picture  was  dominated  by  acute  abdominal  pain 
with  fever,  anorexia  and  early  h3^erkalemia  as 
well  as  azotemia.  Pancreatitis  and  cholecystitis 
with  ileus  were  mimicked.  These  patients  with 
severe  bilateral  hemorrhage  were  mostly  over 
50  with  combined  cardiovascular  and  pulmo- 
nary disease,  and  none  lived  more  than  5 days. 
They  recommended  adding  mineralocorticoid  to 
large  doses  of  hydrocortisone. 

Amadoor  described  a clinical  and  pathologi- 
cal study  of  10  cases  of  adrenal  hemorrhage 
during  anticoagulant  therapy  in  the  Annals  of 
Internal  Medicine  for  October,  1965.  Localizing 
manifestations  in  his  patients  receiving  hepa- 
rin and/or  Dicumarol  included  steady  pain  of 
sudden  onset  in  the  upper  abdomen  or  flanks 
accompanied  by  tenderness  and  guarding, 
anorexia,  nausea  and  vomiting,  listlessness, 
weakness  and  lethargy.  Tachycardia,  hypoten- 
sion, fever,  and  cyanosis  were  late  signs.  Death 
occurred  in  2-8  days.  He  recommended  a direct 
eosinophil  count  as  possibly  the  most  helpful 
laboratory  test  for  detecting  an  adrenal  crisis. 
None  of  his  cases  was  diagnosed  clinically.  He 
noted,  however,  that  prompt  and  intensive  cor- 
ticosteroid therapy  had  been  lifesaving  in  three 
cases. 

In  ihelllinois  Medical  Journal  for  September, 
1967,  Jagatic  and  Rubnitz  review  12  cases  of 
bilateral  massive  adrenal  hemorrhage,  result- 
ing from  3793  autopsies.  Five  of  their  cases  had 
direct  or  indirect  brain  damage. 

Fox  described  adrenal  hemorrhage  and  nec- 
rosis following  abdominal  operations  in  the 
Lancet  for  March  22,  1969.  He  hypothesized  di- 
rect damage  to  the  adrenal  or  its  blood  supply 
during  operation. 
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In  the  Canadian  Medical  Association  Journal 
for  November  3,  1967,  Klassen  and  Murphy  re- 
ported the  survival  of  a patient  after  bilateral 
adrenal  hemorrhage  during  heparin  therapy. 
They  describe  a patient  of  74  admitted  for 
myocardial  infarction,  who  sustained  bilateral 
adrenal  hemorrhage  with  retroperitoneal 
hematomas  on  the  third  hospital  day  with 
further  extension  on  the  8th  hospital  day.  These 
were  accompanied  by  hypotension,  fever,  and 
high  eosinophil  counts  as  well  as  upper  back 
pain,  sodium  of  120  and  potassium  of  4.9. 
Creatinine  clearance  was  diminished  and 
ACTH  stimulation  on  the  18th  hospital  day 
produced  subnormal  results.  The  patient  was 
maintained  on  Solu-Cortef  initially  and  even- 
tually discharged  on  cortisone  acetate  37.5  mg/ 
day  and  9 alphafluro-hydrocortisone  O.lmg/ 
day. 

Klassen  and  Murphy  suggest  the  following 
train  of  events  as  a basis  for  spontaneous  ad- 
renal hemorrhage.  "Stress  in  a variety  of  ways 
causes  the  release  of  ACTH  which  produces  in- 
tense adrenal  stimulation,  especially  of  the 
midcortical  region  or  zona  fasciculata  with  a 
marked  increase  in  its  metabolism.  This  results 
in  cortical  lipid  vacuolization  and  focal  cytoly  sis 
with  formation  of  "lumina”  or  tubular  degener- 
ation. Under  these  conditions,  the  cortex  is 
more  susceptible  to  injury.  Involvement  of  vas- 
cular endothelium,  due  to  as  yet  unidentified 
factors,  follows,  with  the  production  of  hemor- 
rhage and  infarction,  although  death  due  to  ad- 
renal failure  can  occur  without  gross  hemor- 
rhage or  infarction.  Agents  such  as  anticoagul- 
ants tend  to  extend  any  injury.” 

Clinical  acumen  and  perspicacity  is  neces- 
sary if  these  cases  are  to  be  diagnosed  during 
life,  and  these  authors  suggest  the  rapid  deter- 
mination of  adrenal  response  to  ACTH  stimula- 
tion utilizing  a fluorescence  analysis  or  com- 
petitive protein-binding  determination.  If  such 
tests  are  not  available  immediately,  the  safest 
course  is  to  treat  the  patient  with  steroids  after 
first  taking  a blood  specimen  that  is  sent  away 
for  cortisol  analysis  at  once.  The  diagnosis 
should  be  confirmed  later  by  an  ACTH  test.  If 
there  is  no  adrenal  insufficiency,  no  harm  will 
have  been  done  by  the  administration  of  high 
doses  of  steroids  if  these  are  not  continued  for 
more  than  2 or  3 days. 

Xarli  and  associates  reviewed  concomitant 
systemic  illnesses  in  120  previously  reported 
patients  with  adrenal  hemorrhage  and  found  32 


per  cent  had  anticoagulant  drug  administra- 
tion, 26  per  cent  had  hemorrhage  into  organs 
other  than  the  adrenal  gland,  and  28  per  cent 
complicated  pregnancy  or  the  post-partum 
state.  Of  their  own  22  patients,  74  per  cent  had 
hypotension  or  shock,  59  per  cent  fever  and  56 
per  cent  abdominal  pain,  and  concomitant  ill- 
ness of  high  frequency  in  their  series,  including 
localized  infection  73  per  cent,  nephrosclerosis 
64  per  cent,  congestive  heart  failure  64  per  cent, 
and  hemorrhage  into  organs  other  than  the  ad- 
renal glands  59  per  cent.  46  per  cent  of  males 
were  above  50  years  of  age  while  only  19  per 
cent  of  females  were  above  50  years  of  age.  Re- 
view of  the  literature  showed  patients  with 
bilateral  adrenal  hemorrhage  most  frequently 
entered  a progressively  downhill  course, 
characterized  by  hypotension,  lethargy,  and 
fever.  Only  one  patient  in  their  series  of  22  had 
both  hyponatremia  and  hyperkalemia. 
Leukocytosis  was  frequent  and  azotemia  oc- 
curred in  two-thirds  of  their  patients.  The  ter- 
minal course  was  rarely  more  than  several  days 
duration.  All  patients  died  within  two  weeks  of 
admission,  with  one  or  more  concurrent  prob- 
lems which  appeared  to  be  the  proximate  cause 
of  death.  Five  of  their  22  patients  were  receiving 
anticoagulants  at  the  time  of  death. 

While  Xarli  and  associates  indicate  that  the 
literature  suggests  bilateral  adrenal  hemor- 
rhage is  frequently  cataclysmic,  their  own  con- 
clusion is  that  despite  an  appreciable  incidence 
at  autopsy,  bilateral  adrenal  gland  hemorrhage 
has  infrequently  been  established  as  a major 
factor  which  contributes  to  the  death  of  the  pa- 
tient. They  suggest  monitoring  particularly  pa- 
tients with  extensive  surface  burns  and 
hypotension  due  to  cardiovascular  events  and 
septicemia  for  the  development  of  adrenal  in- 
sufficiency. Should  such  patients  develop  un- 
explained hypotension,  hyponatremia,  hypo- 
glycemia or  hyperkalemia,  then  stress  lovel  cor- 
ticosteroid replacement  should  be  considered. 

Discussion 

In  retrospect,  the  three  patients  presented 
here  are  rather  typical  of  those  reported  in  the 
literature.  Abdominal  pain  simulating 
gallbladder  disease,  nausea,  vomiting,  fever, 
death  within  a few  days  of  hospital  admission, 
leukocytosis  and  hyponatremia  are  all  well 
documented.  Hypoxemia  was  a constant  finding 
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and  may  relate  to  painful  diaphragmatic  mo- 
tion association  with  retroperitoneal  hemor- 
rhage. Each  patient  had  at  least  1 additional 
stressful  life-threatening  illness  — namely, 
acute  fibrinous  pericarditis,  bronchopneumonia 
leading  to  respiratory  insufficiency  in  an  el- 
derly emphysema  patient,  and  anesthesia  and 
major  surgery  in  a patient  with  hypothyroidism 
not  adequately  treated  pre -operatively.  All  pa- 
tients were  receiving  antibiotics  in  large  doses 
parenterally,  and  while  it  is  tempting  to  specu- 
late on  a hemorrhagic  reaction  associated  with 
these,  autopsies  showed  no  other  evidence  of 
major  organ  bleeding  in  these  three  patients. 

What  points  can  be  made  from  this  small 
series  of  three  patients?  First,  I would  em- 
phasize the  value  of  the  autopsy  which  is  a con- 
tinuing source  of  information  and  the  ultimate 
in  continuing  medical  education  for  those 


physicians  daily  struggling  to  practice  clinical 
medicine.  Without  autopsy,  the  cause  of  death 
in  each  of  these  instances  would  have  remained 
undiscovered.  Second,  we  should  all  add  the 
possibility  of  massive  adrenal  hemorrhage  to 
the  differential  diagnoses  of  patients  presenting 
with  either  (a)  upper  abdominal  pain  simulat- 
ing gallbladder  or  pancreatic  disease,  or  (b) 
basilar  pneumonitis  or  atelectasis  associated 
with  hypoxemia  and  (c)  seriously  ill  patients 
with  toxic  states  and  vomiting,  tenesmus, 
lethargy,  hypotension,  unexplained  fe/er,  and 
azotemia.  Third,  if  we  do  consider  the  diagnosis, 
after  appropriate  diagnostic  studies,  we  should 
use  stress  level  doses  of  hydrocortisone  and 
mineralocorticoids  and  saline  infusions  and 
consider  medical  or  endocrinologic  consultation 
in  these  desperately  ill  patients.# 
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Metastatic  liver  disease 

Treatment  by  Hepatic  Artery  Infusion 


Earl  W.  Robison,  MD,  Cheyenne,  Wyoming 


The  treatment  of  metastatic  disease  of  the 
liver  has  been  largely  unsuccessful  and  disap- 
pointing despite  the  advent  of  effective  forms  of 
systemic  chemotherapy.  Specifically,  car- 
cinoma of  the  breast  and  colon  have  a high  inci- 
dence of  hepatic  metastases.  Extra  hepatic 
metastases  from  breast  carcinoma  have  a 60-70 
per  cent  response  rate  to  combination 
chemotherapy  (i.e.  Adriamycin- Vincristine  or 
Cytoxan  Methotrexate  5FU  fluorouracil).  Colon 
neoplasms  respond  to  5FU-Me  CCNU 
(chloroethyl  cyclohexyl  nitrous  urea)  about 
35-40  per  cent  of  the  time.  However,  there  is 
ample  evidence  that  liver  metastases  from  both 
of  these  primaries  respond  much  less  often  - and 
are  frequently  the  cause  of  death. 

The  infusion  of  5FU  directly  into  the  hepatic 
artery  has  been  shown  to  produce  objective  re- 
sponses in  about  50-70%  of  colonic  and  breast 
metastases. 


TABLE  I 


Hepatic  Artery  Infusion 


Response  by 

Tumor  Type 

Colon 

60/108 

Pane  rease 

6/13 

B reas  t 

3/5 

Ca  re i noi d 

3/5 

Hepatoma 

2/6 

S tomach 

0/2 

Me  1 a noma 

0/1 

This  response,  combined  with  subsequent 
systemic  chemotherapy,  is  capable  of  signifi- 
cantly improving  survival  — both  qualitatively 
and  quantitatively.  Since  5FU  is  detoxified  by 
the  liver,  highly  effective  concentrations  of  the 


drug  are  attainable  in  the  tumor  area  without 
unacceptable  systemic  toxicity.  In  addition,  the 
blood  supply  of  hepatic  metastases  is  mainly  via 
the  hepatic  artery,  while  normal  hepatic  tissue 
is  chiefly  fed  by  the  portal  vein. 

The  technic  is  fairly  simple,  requiring  no  spe- 
cial or  expensive  equipment.  The  radiologist, 
via  percutaneous  femoral  artery  cannulation, 
passes  the  catheter  via  the  aorta  and  celiac  axis 
into  the  common  hepatic  artery  past  the  takeoff 
of  the  gastroduodenal  artery. 

HEPATIC  ARTERY  nCUSIOK 
~T0RWL  CELIAC~SgS 


The  catheter  is  anchored  with  skin  sutures 
and  the  infusion  is  begun.  Each  24  hours  1000 
ml  D/5W  plus  15  mg/kg  5FU  plus  2000  unit 
heparin  is  infused  via  plastic  Fenwal  I.V. 
bags — pressure  being  applied  by  the  blood  infu- 
sion set  and  flow  rate  regulated  by  the  I.V.  stop- 
cock. This  is  done  for  10  or  more  days,  depending 
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on  toxicity,  which  is  infrequent  and  consists  of 
nausea,  vomiting,  headache,  or  abdominal  pain. 
Complications  are  rare  and  consist  of  bleeding 
around  catheter  (1%),  catheter  displacement 
(8%),  infection  at  catheter  site  (1%),  femoral 
artery  thrombosis  (1%). 

TABLE  2 

Toxicity  and  complications 

Nausea 

Headache 

Abdominal  pain 

D i a rrhea 

Leukopen i a 

Th  rombocy topen i a 

Hepatic  artery  thrombosis  < ]% 

Femoral  artery  thrombosis  < 1^ 

Catheter  displacement  10^ 

Bleeding  around  catheter  ]% 

Infection  at  catheter  site  ]% 

Catheter  position  is  checked  via  re-injection 
every  three  to  four  days,  and  repositioned  if 
necessary.  Complete  relief  or  significant  reduc- 
tion of  hepatomegally,  ascites,  hyper- 
bilirubinemia, edema,  and  abdominal  pain  are 
frequently  noted.  Improvement  may  continue 
for  one  to  three  months  after  the  infusion,  and 
stabilization  can  be  effected  for  three  to  twelve 
months  with  subsequent  systemic  chemo- 
therapy. 

An  example  is  as  follows:  55-year  old  white 
female  with  status/post  left  radical  mastec- 
tomy, May,  1974. 13/20  axillary  nodes  , no  radi- 
ation therapy  or  chemotherapy.  In  May,  1975, 


ascites,  abdominal  pain,  massive  liver  metas- 
tases,  also  metastases  to  skin  and  thoracic- 
spine.  With  infusion  of  5FU  followed  by  sys- 
temic chemotherapy,  CMF  (cyclophosphamide 
methrotrexame  and  5-fluorouracil)  then  Ad- 
riamycin-Vincristine,  she  is  doing  well  as  of 
June,  1976.  "Response  is  defined  as:  (1)  5 cm. 
decrease  in  size  of  liver  scan  or  palpation,  (2) 
Bilirubin  to  normal,  (3)  50%  decrease  in  SCOT 
and  alkaline  phosphatase,  and  (4)  all  above  in 
less  than  two  months. 

Table  3 


Pre 

HAI  1 

month  Post 

2 months  post 

Bilirubin 

1 .0 

O.it 

SCOT 

153 

70 

50 

SGPT 

1 10 

AO 

Alkaline  phosphate 

651 

6 1 6 

180 

Liver  (CM  £ RCM) 

13 

8 

h 

Asc i tes 

A+ 

2+ 

None 

Abdom i na 1 Pain 

I4+ 

1 + 

1 + 

Followed  by  CMF  for  6 months,  then  Ad r i amyc i n-V i nc r i s t i ne 
for  one  year. 


Hepatic  Artery  Infusion  is  indicated  when 
liver  involvement  is  the  chief  cause  of  morbidity 
or  early  mortality.  There  will  be  little  or  no 
effect  on  other  sites  of  metastases,  hence  these 
are  of  no  critical  importance.  Among  these  are 
brain,  lung,  etc.  HAI  is  contraindicated  in  pres- 
ence of  hepatic  coma,  uncoopertive  patient, 
sepsis,  technical  inability  to  catherize  hepatic 
artery,  and  in  patients  with  KPS  50%. 

In  summary,  HAI  offers  significant  im- 
provement in  quality  of  life  and  survival  time  in 
previously  untreatable  patients  with  hepatic 
metastases.  When  applied  judiciously  and  pre- 
formed with  care,  it  is  a valuable  treatment 
available  to  the  oncologist.# 
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Hyperthyroidism  associated  with 

radiation  for  lymphoma 

A Case  History 

Donald  F.  Mahnke,  MD,  Casper,  Wyoming 


CASE  REPORT 

L P was  a twenty-eight-year-old  white  female  who  was 
first  seen  on  November  1,  1977,  because  of  a hard  mass  in 
the  left  supraclavicular  area.  This  mass  was  tender  and  had 
been  present  for  about  one  week  and  had  increased  in  size 
during  the  period  of  time  that  the  patient  had  noted  it.  She 
had  had  no  history  of  infections;  she  felt  well  otherwise.  Her 
physical  examination,  except  for  the  node  and  some  skin 
moles,  was  unremarkable.  At  that  time,  she  gave  a history 
of  having  had  a mole  removed  from  the  left  breast  in 
November  of  1976  and  had  a mole  burned  off  fi'om  her 
upper- right  chest  seven  to  eight  years  previously.  On  the 
initial  visit,  a chest  x-ray  was  taken,  which  was  negative.  A 
CBC  was  normal,  and  the  sedimentation  rate  was  28  mm.  It 
was  felt  that  the  most  expeditious  way  to  arrive  at  a diag- 
nosis would  be  to  biopsy  the  nodes. 

Node  biopsy  was  accomplished  11-7-77.  At  this  time, 
there  was  a conglomerate  mass  of  lymph  nodes  in  the  left 
supraclavicular  area.  A portion  was  removed,  and  histologic 
diagnosis  was  malignant  lymphoma.  Hodgkin’s  disease, 
nodular  sclerosing  type.  A lymphangiogram  was  then  per- 
formed, which  was  interpreted  as  being  normal.  It  was  felt 
that  the  best  treatment  for  this  disease  would  be  supervol- 
tage radiation.  Linear  accelerator  was  considered  the  best 
method  of  delivering  the  supervoltage  radiation.  This 
machine  was  not  available  locally,  and  since  the  patient 
through  friends  and  relatives  in  Chicago,  knew  a radiologist 
there,  and  did  have  access  to  a linear  accelerator,  she  went 
to  Chicago. 

In  Chicago,  the  patient  received  2,000  rads  in  a period  of 
time  from  12-15-77  through  1-4-78.  This  included  the  area 
from  the  tip  of  the  mastoid  to  the  aortic  bifurcation,  includ- 
ing the  spleen.  During  the  period  of  1-9-78  through  1-20-78, 
an  additional  2,000  rads  were  given  to  an  upper  mantle, 
followed  by  2,000  rads,  on  1-23-78  through  2-2-78  in  the 
periaortic  and  splenic  field.  Because  of  a small,  persistent 
firmness  in  the  supraclavicular  area,  an  additional  500  rads 
were  given  in  March. 

Subsequently  the  case  was  followed  medically  until  chest 
x-ray,  sedmimentation  rate,  CBC,  and  platelet  counts  all 
were  within  normal  limits,  indicating  the  patient  was  doing 
extremely  well. 

The  patient,  on  her  visit  to  the  office  on  10-17-78,  com- 
plained of  having  a poor  appetite,  a sore  neck,  weakness, 
some  nausea,  weight  loss,  racing  heart,  and  postnasal  dis- 
charge. Physical  examination,  at  that  time,  revealed  a pulse 
rate  of  120;  a blood  pressure  of  110/78.  The  patient  was 
somewhat  tremulous  and  pale.  She  gave  a history  of  having 
normal  menses.  Physical  examination  was  otherwise  un- 
remarkable. A CBC  was  done,  which  was  within  normal 
limits.  Because  of  a history  of  diabetes  in  the  family,  a 
two-hour  postprandial  blood  sugar  was  taken,  and  this  was 
normal.  Her  sedimentation  rate  was  again  elevated  to  28. 


Because  of  tachycardia,  the  patient  was  referred  to  an 
internist  for  workup.  This  workup  included  thyroid  function 
studies.  The  laboratory  work  for  these  studies  showed  a T-3 
of  475  with  the  normal  range  being  110  to  230;  a T-4  was 
19.6,  with  the  normal  range  being  6.8  to  11.5;  the  RTsU  was 
136,  with  the  normal  range  being  0.8  to  1.2.  The  FTL  was 
26.7  with  the  normal  range  being  5.4  to  13.3.  With  these 
laboratory  findings,  it  was  felt  that  the  patient  was  hyper- 
thyroid. She  was  placed  on  Inderal,  10  mg.  four  times  a day, 
and,  over  the  next  couple  of  weeks,  was  gradually  increased 
to  40  mg.  four  times  a day.  The  patient  was  not  returned  to  a 
euthyroid  state.  She  was  started  on  Propylthiouracil  (300 
mg.  a day)  and  that,  in  combination  with  the  Inderal,  de- 
creased her  pulse  to  76  and  her  general  health  was  much 
better. 

Because  of  previous  radiation  and  diagnosis  of  Hodgkin’s 
lymphoma,  it  was  felt  that  neither  radioactive  iodine  nor 
Propylthiouracil  was  a proper  method  of  management  for 
her  hyperthyroidism,  and  she  was  taken  to  surgery  on  11- 
27-78  where  a nearly  total  complete  thyroidectomy  was 
accomplished.  She  did  develop  a transient 
hypoparathyroidism  postoperatively,  which  was  controlled 
with  calcium.  The  histologic  diagnosis  on  the  thyroid  that 
was  removed  was  chronic  thyroiditis  with  no  evidence  of 
Hodgkin’s  disease. 

At  her  last  visit  in  the  office  on  12-20-78,  the  pulse  rate 
was  72,  the  blood  pressure  was  110/64,  and  the  patient  was 
feeling  quite  well. 

Discussion 

The  current  therapy  for  Hodgkin’s  disease  is 
radiation.  The  so-called  "mantle  field” 
routinely  includes  the  neck.  In  addition  to  pa- 
tients with  Hodgkin’s  lymphoma,  other  head 
and  heck  tumors,  and  breast  carcinoma,  also 
will  receive  neck  radiation. 

In  the  past,  the  thyroid  was  thought  to  be  a 
radio-resistant  organ.  Recently,  evidence  to 
dispute  that  thesis  has  been  presented. 
Glatsteine  et  al.  report  a 44  per  cent  incidence  of 
elevated  serum  thyroid  stimulating  hormone 
(TSH)  in  patients  with  lymphoma  who  had  had 
lymphangiography  and  neck  irradiation.  In  11 
per  cent  of  those  patients,  tests  other  than  TSH 
disclosed  evidence  of  clinical  hypothyroidism 
and  thyroid  hypofunction. 
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Graves’  disease  either  as  hyper-thyroidism  or 
as  ophthalmopathy  is  not  a well-recognized  en- 
tity. In  1973,  Wasnich,  Grumet,  Payne,  and 
Kri  ss  reported  on  seven  cases  of  Graves’ 
ophthalmopathy  following  external  neck  ir- 
radiation for  non-thyroidal  neoplastic  disease. 
These  cases  disclosed  seven  patients  with 
ophthalmopathy  with  and  without  hyper- 
thyroidism. The  eye  findings  occurred  in  a 
period  of  eighteen  months  to  eighty-four 
months  following  radiation  to  the  neck  for  non- 
thyroidal  disease.  These  cases  included 
Hodgkin’s  disease,  breast  carcinoma,  lym- 
phoma, laryngeal  carcinoma,  and 
nasopharyngeal  epithelioma.  In  all  of  these  pa- 
tients, the  thyroid  gland  had  received  a sig- 
nificant amount  of  irradiation  but  in  no  case 
was  it  sufficient  to  obliterate  the  thyroid.  In  five 
patients,  only  a part  of  the  thyroid  gland  was 
included  in  the  radiation  field.  In  two  of  three 
patients  in  this  series  who  eventually  received 
radio- iodine  therapy  for  their  hypothyroidism  a 
more  severe  ophthalmopathy  developed. 


Pilepich,  Jackson,  Munzenrider,  and  Brown^ 
reported  a case  of  Graves’  disease  following  ir- 
radiation for  Hodgkin’s  disease.  This  was  seen 
in  a twelve-year-old  girl.  This  patient  also  de- 
veloped exophthalmos  and  enlarged  thyroid 
which,  at  the  time  of  surgery,  was  three  to  four 
times  the  normal  size.  Papillary  hyperplasia  of 
the  thyroid  was  noted  in  this  patient. 

Recent  data  has  been  accumulated  to  support 
the  theory  that  Graves’  disease  is  caused  by  an 
autoimmune  mechanism.  Wasnich  et  al  in  their 
paper,  proposed  that  neck  irradiation  with  sub- 
sequent resulting  thyroid  tissue  damage  might 
trigger  an  autoimmune  process  with  the  pro- 
duction of  thyroid  stimulating  antibodies  to 
produce  the  clinical  picture  of  Graves’  disease. 

Graves’  disease  following  thyroid  irradiation 
is  not  common.  However,  recent  cases,  together 
with  this  case,  suggest  that  periodic  assessment 
of  the  thyroid  status  should  be  a part  of  the 
long-term  observation  in  patients  who  receive 
thyroid  irradiation  to  exclude  hypothyroidism. 
This  well-known  complication  of  thyroid  irradi- 
ation as  well  as  early  Graves’  disease  and 
exophthalmos  respond  to  this  treatment.# 
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Medical  confidentiality 
— an  overview 


Gregory  R.  Piche  , JD,  Colorado  Springs,  Colorado* 


Physicians  have  traditionally  harbored  a 
natural  repugnance  toward  the  compulsory, 
non-consensual  disclosure  of  information  con- 
veyed to  them  in  confidence  by  a patient  during 
the  course  of  treatment. 

As  a general  rule  it  is  unethical  for  a physi- 
cian to  reveal  patient  confidences.  The  Hippoc- 
ratic Oath  proscribes  it: 

"Whatever  in  connection  with  my  profes- 
sional practice,  or  not  in  connection  with  it,  I see 
or  hear,  in  the  life  of  men,  which  ought  not  to  be 
spoken  of  abroad,  I will  not  divulge,  was  reckon- 
ing that  all  such  should  be  kept  secret.” 

The  American  Medical  Association’s  Princi- 
ples of  Medical  Ethics  proscribes  it: 

"A  physician  may  not  reveal  the  confidences 
entrusted  to  him  in  the  course  of  medical  atten- 
dance, or  the  deficiencies  he  may  observe  in  the 
character  of  patients,  unless  he  is  required  to  do 
so  by  law  or  unless  it  becomes  necessary  in  order 
to  protect  the  welfare  of  the  individual  or  the 
community.” 

The  intrusion  upon  the  physician-patient  re- 
lationship by  the  judicial  system,  which  has  as 
its  ultimate  objective  the  ascertainment  of  in- 
formation and  truth,  can  be  considerable. 

A physician  could  be  compelled  at  common 
law,  over  the  objections  of  his  patient,  to  give 
testimonial  evidence  concerning  statements 
made  to  him  by  the  patient  in  confidence. 

In  the  United  States,  public  policy  has  gener- 
ally favored  the  right  of  a patient  to  prevent  his 
physician  from  revealing  the  patient’s  confi- 
dences. Many  courts  have  extended  to  patients  a 
privilege  excluding  statements  made  by  them  to 
their  physicians  from  introduction  into  evi- 
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dence  at  trial.  Professor  Wigmore,  a noted  au- 
thority on  evidence  generally  opposed  the  appli- 
cation of  the  privilege  and  felt  that  at  maximum 
it  should  be  applied  only  if:  (1)  the  statements 
being  offered  originated  in  confidence;  (2)  the 
confidence  was  vital  to  the  achievement  of  the 
purposes  of  the  relationship;  (3)  the  relationship 
be  deserving  of  fostering;  and  (4)  the  expected 
injury  to  the  relationship  be  greater  than  the 
expected  benefit  to  judicial  administration  by 
revelation. 

In  1828,  New  York,  later  followed  by  most 
other  states,  adopted  a statute  specifically 
granting  a physician-patient  testimonial 
privilege  to  encourage  patients  to  disclose  to 
their  physicians  all  information  necessary  for 
proper  treatment.  The  physician-patient 
privilege  statutes  vary  considerably  from  state 
to  state  in  degree  and  scope  of  coverage. 

Colorado  has  a privilege  statute  that  pro- 
vides, "A  physician  or  surgeon  . . . shall  not  be 
examined  without  the  consent  of  his  patient  as 
to  any  information  acquired  in  attending  the 
patient  which  was  necessary  to  enable  him  to 
prescribe  or  act  for  the  patient.”  There  are  sev- 
eral exceptions  to  the  Colorado  Statute,  all  of 
which  are  related  to  situations  where  a physi- 
cian is  sued  for  malpractice  by  a patient,  or 
wherg  the  physician’s  professional  performance 
is  reviewed  by  appropriate  professional  au- 
thorities. 

Colorado  also  extends  the  privilege  to 
"clients”  of  a "certified  psychologist.”  A 
psychologist,  his  secretary,  stenographer,  or 
clerk,  as  well  as  anyone  participating  in  the 
"client’s”  therapy  are  boimd  by  the  privilege. 
This  privilege  restricts  fellow  patients  or  co- 
participants in  "group  therapy”  and  other  forms 
of  joint  therapy  as  well. 

The  Colorado  Mental  Health  Act,  provides. 
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"All  information  obtained  and  records  prepared 
in  the  course  of  providing  any  services  under 
this  article  to  individuals  under  any  provision  of 
this  article  shall  be  confidential  and  privileged 
matter.” 

Consultations  and  referrals  between  physi- 
cians or  certified  psychologists  are  exempted 
from  the  mental  health  privilege.  The  recipient 
of  mental  health  services  may  designate  to 
whom  information  or  records  may  be  released 
but  the  recipient  cannot  compel  any  personnel 
involved  in  treatment  to  disclose  information 
given  "in  confidence  by  members  of  a patient’s 
family  or  other  informants.”  This  is  an  unusual 
privilege  extended  to  persons  who  provide  con- 
fidential information  to  those  involved  in 
treatment. 

Information  thus  privileged  should  not  be 
used  as  a basis  for  involuntary  institutionaliza- 
tion because  of  the  "confrontation”  problems 
under  the  Sixth  Amendment  of  the  United 
States  Constitution  which  assures  the  right  of 
an  accused  to  confront  witnesses  against  him. 
The  right  to  confrontation  of  adversary  wit- 
nesses will  probably  be  assimilated  as  a basic 
"Due  Process  of  Law”  right  in  the  involuntary 
civil  commitment  scheme,  along  with  the  Sixth 
Amendment  right  to  counsel,  previously  in- 
cluded as  a fundamental  "due  process”  requi- 
site. 

Information  may  be  released  to  the  extent 
necessary  to  make  insurance  of  financial  assis- 
tance claims  on  behalf  of  a patient;  for  research 
provided  researchers  sign  an  oath  of  confiden- 
tiality; "to  the  courts,  as  necessary  to  the  ad- 
ministration of  the  provisions  of  this  article”; 
and  to  persons  authorized  by  order  of  court, 
after  notice  to  the  patient  and  opportunity  for 
hearing. 

In  light  of  these  statutory  privileges  and 
exemptions,  it  remains  uncertain  whether  a 
physician  or  certified  psychologist  testifying  at 
a civil  commitment  hearing  may  properly  tes- 
tify concerning  confidential  information 
gleaned  from  his  patient  during  voluntary 
treatment  prior  to  the  initiation  of  involuntary 
civil  commitment  under  the  Mental  Health  Act, 
because  of  the  absence  of  clear  unequivocal 
statutory  authorization  for  such  testimony. 
There  is  a question  as  to  whether  information 
received  in  a voluntary  treatment  situation  was 
contemplated  as  being  covered  under  the 
"under  any  provision  of  this  article”  provision  in 
the  preamble  of  the  confidentiality  section  of 


the  Mental  Health  Act.  The  authorization  to 
release  information  "to  the  courts,  as  necessary 
to  the  administration  of  the  provisions  of  this 
article”  may  be  construed  as  being  sufficient 
justification,  but  the  scope  of  "this  article”  re- 
mains uncertain. 

The  Supreme  Court  of  Oregon  recently 
applied  the  physician-client  privilege  in  a civil 
commitment  proceeding  to  prohibit  the  receipt 
into  evidence  of  hospital  records  which  con- 
tained notations  by  the  treating  physician.  It 
has  been  argued  that  a respondent  in  a civil 
commitment  proceeding  waives  the  privilege  by 
affirmatively  placing  his  mental  capacity  in 
issue  by  requesting  a hearing  on  his  commit- 
ment, but  the  burden  of  proof  is  on  the  State  and 
the  respondent  not  having  initiated  the  pro- 
ceeding, there  is  logically  no  waiver  of  confiden- 
tiality in  the  absence  of  express  statutory 
exemption. 

Objection  to  the  admission  into  evidence  at 
involuntary  civil  commitment  proceedings  of 
confidential  information  has  been  predicated  on 
the  freedom  from  self-incrimination  protected 
by  the  Fifth  Amendment  to  the  United  States 
Constitution. 

The  difference  in  objective  in  civil  commit- 
ment and  criminal  actions,  namely  treatment 
vs.  punishment,  may  or  may  not  justify  the 
overruling  of  the  civil  "self  incrimination”  ob- 
jection. It  depends  upon  how  closely  the  courts 
will  ultimately  analogize  civil  commitment  and 
criminal  proceedings. 

In  criminal  proceedings  the  issue  of  physi- 
cian-patient privilege  is  frequently  intertwined 
with  the  privilege  from  self-incrimination.  A 
physician  or  psychologist  may  not  generally  be 
examined  by  the  prosecution  concerning  state- 
ments made  by  a criminal  defendant  during  the 
course  of  treatment.  Where  a criminal  defen- 
dant raises  the  defense  of  insanity  at  the  time 
an  alleged  offense  was  committed  or  there  ap- 
pears to  be  some  doubt  as  to  the  present  ability 
of  a defendant  to  effectively  assist  his  counsel  in 
the  preparation  of  his  defense  because  of  mental 
incapacity,  courts  will  frequently  order  a 
psychiatric  evaluation  of  the  defendant.  There 
are  differences  of  opinion  as  to  whether  a court 
can  properly  compel  submission  to  a psychiatric 
examination  and  introduce  the  fruit  of  the 
examination  at  trial.  The  10th  Circuit  U.S. 
Court  of  Appeals  and  others  are  generally  in 
favor  of  such  examination  while  the  3rd  Circuit 
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U.S.  Court  of  Appeals  and  some  treatise  writers 
oppose  the  practice  on  "self-incrimination” 
grounds. 

Disclosures  made  to  an  examining  physician 
or  psychologist,  where  there  is  no  expectation  of 
confidentiality,  are  admissible  at  trial.  In  the 
absence  of  a "Miranda”  type  warning  to  the 
defendant  that  he  is  going  to  be  examined  con- 
cerning his  mental  capacity;  that  he  has  the 
right  to  remain  silent;  that  he  has  the  right  to 
consult  with  counsel  and  if  he  can’t  afford  one, 
the  court  will  appoint  one  to  represent  him;  and 
anything  that  he  says  to  the  examiner  can  and 
will  be  used  against  him,  courts  should  exclude 
statements  made  to  the  examiner  from  evi- 
dence. Some  courts,  however,  will  permit  the 
examiner,  if  otherwise  qualified,  to  render  an 
opinion  as  to  the  defendant’s  sanity  without 
reference  to  the  specific  statements  made  by 
the  defendant. 

These  confidentiality  issues  are  particularly 
important  to  physicians  and  psychologists  be- 
cause of  their  potential  civil  liability  for  unau- 
thorized release  of  confidential  information. 
Civil  liability  may  be  based  on  one  or  all  of  three 
traditional  legal  theories:  (1)  a qualified  duty 
not  to  disclose  confidences  which  arise  from  any 
confidential  relationship;  (2)  an  unauthorized 
invasion  of  privacy;  (3)  a breach  of  an  implied 
contract  of  confidentiality. 

Statements  made  by  physicians  or 
psychologists  in  court,  whether  properly  ad- 
missable  or  motivated  by  malice,  are  absolutely 
privileged  and  cannot  be  made  a basis  for  tort  or 
civil  rights  liability  because  of  the  courts’  public 
policy  of  protecting  all  witnesses  from  retalia- 
tion. 

There  can  be  no  liability  for  release  of  infor- 
mation where  there  is  no  confidential  relation- 
ship as  when  blood  or  urine  is  extracted  from  a 
driver  suspected  of  operating  a motor  vehicle 
while  under  the  influence  of  alcohol;  when  a 
patient  refuses  to  allow  treatment;  or  when  the 
doctor  is  not  employed  by  claimant  for  treat- 
ment. 

There  is  generally  no  liability  for  unau- 
thorized disclosure  by  one  physician  or 
psychologist  in  consultation  with  another,  but 
the  law  does  not  favor  a physician  who  is  hired 
by  an  insurance  company  to  secure  information 
from  another  physician.  A malpractice  insur- 
ance carrier  may  even  be  directly  liable  to  a 
patient  of  the  carrier’s  insured  physician  when 


the  carrier  solicitates  information  from  the 
physician  on  the  false  pretext  that  the  patient 
was  contemplating  a malpractice  suit  against 
the  physician. 

A disclosure  compelled  by  the  "supervening 
interests  of  society”  may  be  free  from  liability, 
or  even  required  to  avoid  liability  to  third  par- 
ties. The  disclosure  that  a patient  who  had 
applied  for  life  insurance  suffered  heart  trouble 
since  birth  is  justified  because  the  public’s 
interest  in  an  honest  and  just  result  was 
superior  to  the  individual’s  right  of  non-disclo- 
sure. A disclosure  that  a patient  has  a com- 
municable disease  is  justified  by  public  safety. 

In  the  recent,  controversial  decision  of 
Tarasoff  V.  Regents  of  University  of  California, 
the  Supreme  Court  of  California  held  that  a 
psychotherapist  had  an  affirmative  duty  to 
warn  a third  party  that  she  was  in  danger  of 
being  killed  by  the  therapist’s  patient.  It  re- 
mains to  be  seen  whether  other  states  will  fol- 
low the  California  rule,  but  in  any  event  the 
therapist’s  duty  will  be  judged  in  light  of  what 
conduct  is  reasonable  in  the  circumstances  of 
each  individual  case.  The  greater  a physician’s 
or  psychologist’s  ability  to  predict  "dangerous- 
ness”, as  required  in  civil  commitment  proceed- 
ings, and  the  greater  the  overt  evidence  of 
dangerousness,  the  greater  the  societal  duty  to 
warn  that  can  appropriately  be  placed  upon 
him.  It  is  a two-edged  sword.  Both  the  assump- 
tion of  superior  predictability  and  benefit  to 
public  safety  underlying  the  Taraso/f  decision 
have  been  vigorously  criticized. 

’’Analyses  of  statutes  bearing  on  confidential- 
ity however,  do  not  reach  the  cardinal  point, 
which  both  the  Tarasoff  coxxrt  and  Fleming  and 
Maximov  fail  to  appreciate,  that  the  imposition 
of  a duty  to  protect,  which  may  take  the  form  of  a 
duty  to  warn  threatened  third  parties,  will  im- 
peril the  therapeutic  alliance  and  destroy  the 
patient’s  expectation  of  confidentiality,  thereby 
thwafting  effective  treatment  and  ultimately 

reducing  public  safety. 

^ 

The  tragedy  of  Tatiana  Tarasoff  is  the  price 
society  pays  for  restraints  on  the  coercive  power 
of  psychiatrists.” 

Physicians  and  psychologists  have  no  inde- 
pendent privilege  in  the  absence  of  objection  by 
their  patients  and  the  Courts  have  thus  far  re- 
sisted demands  for  an  absolute  privilege  raised 
on  both  Constitutional  grounds  that  to  do 
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otherwise  would  violate  the  "equal  protection” 
clause  of  the  14th  Amendment  to  the  United 
States  Constitution  and  privacy  rights  under 
the  9th  Amendment,  and  that  physicians  and 
psychologists  are  performing  functions  today 
previously  reserved  for  the  clergy  and  should  be 
entitled  to  same  scope  of  absolute  privilege  as 
the  clergy. 

The  inherent  tension  between  the  public’s 
right  to  information  and  the  individual’s  right 


to  privacy,  and  the  resultant  uncertainty  aris- 
ing therefrom  is  inevitable  and  irreconcilable. 
Future  expansion  and  erosion  of  the  protection 
of  confidentiality  will  occur  in  response  to  the 
necessities  of  the  times,  but  the  issue  will  re- 
main in  vigorous  contention  as  long  as  indi- 
vidual rights  are  recognized  as  limiting  collec- 
tive objectives.* 


HEALTH  EFFECTS  OF  AIR  P0ELI7T10A 

September  27-28,  1979  Writer’s  Manor,  Denver,  Colorado 

Topi^  to  Include: 

Air  Pollution  and  the  Eye 
.\lr  Pollution  and  Respiratory  Problems 

Speakers  to  in  elude: 

Governor  Richard  D.  Lamm,  State  of  Colorado 
James  Lodge.  MD.  Former  Chairman,  Colorado  Air  Pollution  Control  Commission 
' Robert  B.  Sawyer,  MD,  Past  President,  CMS 

Colorado  Medical  Society  American  Medical  Society 

Colorado  Department  of  Health  Environmental  Protection  .\gcncy 

liiiversity  of  Colorado  School  of  Medicine  .American  Cancer  Society 

.American  Heart  .Association  .American  Lung  .Association 

Credit;  8 hours  CME 

Contact:  Brian  Stutheit,  Colorado  Medical  Society,  1601  East  19th  Avenue,  Denver,  Colorado  80218 
Call:  (803)  861-1221 
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Jobst® 

Venous  Pressure  Gradient®  Supports 

These  measured,  custom-made  therapeutic  elastic  supports  have  carried  the  Jobst 
name  to  the  four  corners  of  the  world.  Prescription  only,  the  supports  can  be 
engineered  with  counterpressures  of  25,  30,  40  or  50  mm.Hg  at  the  ankle,  decreasing 
proximally  along  the  venous  pressure  gradient.  They  are  available  in  knee-length,  full- 
leg,  waist-height  and  lymphedema  sleeve  styles.  The  waist-height  Jobst  Pregnancy 
Leotard  deserves  special  mention  because  each  one  is  custom  made  with  an 
expandable  panel  according  to  the  patient's  own  measurements. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 
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JOBST  DENVER  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 


303/861-2007 


Rocky  Mountain  Medical  Conference 
^ 1 j Air/Sea  Cruise 

Mediterranean 


Departing  Denver,  October  19,  1979,  Returning  November  1,  1979 


Sail  from  Greece  to 
Turkey,  E.gypt  and  Israel. 

Discover  democracy’s  symbolic 
birthplace  in  Athens . . . Ephesus,  a 
great  architectural  wonder . . . and 
exotic  Istanbul  filled  with 
mosques,  minarets  and  bright 
bazaars. 

Visit  Alexandria,  gateway  to 
Cairo,  Egypt’s  city  of  the  Sphinx 
and  Pyramids... Haifa,  entrance 
to  the  biblical  city  of  Jerusalem . . . 
and  Rhodes  with  its  idyllic 
landscape. 


Your  ship  will  be  Paquet  Lines’ 
MERMOZ  that  is  nothing  less 
than  elegant.  The  staterooms  are 
comfortable,  lounges  are 
decorated  with  soft  velvet  and 
genuine  leather.  The  large 
dining  room  offers  tables  set 
with  fine  crystal,  china  and  fresh 
flowers. 

There’s  even  more.  Energetic 
deck  games,  two  swimming 
pools,  sauna  and  gymnasium. 
Restful  lounges,  a library  and 
sunny  promenades  for  relaxing. 


Fine  evening  entertainment, 
first-run  movies  and  deserte 
moonlit  decks. 

Come  sail  the  sun-sparkled 
Mediterranean  with  us  for  t\ 
weeks.  From  as  low  as  $ 1 7^ 
enjoy  round  trip  flights,  spac 
accommodations  aboard  sh 
three  superb  meals  each  day 
mid-morning  bouillon  and  1« 
night  buffet,  transfers,  INTR/ 
Travel  Director  and  Cruise 
Director. 


Send  to:  Rocky  Mountain  Medical  Conference 
1601  East  19th  Avenue 
Denver,  Colorado  8021 8 


A Non-Regimented 
Deluxe  Adventure 


Enclosed  is  my  check  for  $ ($100  per  person)  as  deposit. 

Names 

Address 

City  State  Zip 

Area  Code  Phone 

Space  Strictly  Limited— Make  Reservations  Now 
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Rumack  Article  Noted 


Barry  H.  Rumack,  MD,  Denver,  director  of  the  Rocky 
Mountain  Poison  Center  in  Denver,  is  co-author  with  Chris- 
topher S.  Conner,  PharmD,  and  Rebecca  G.  Hooper,  RN,  BS, 
also  of  Denver,  of  a review  of  the  toxic  character  of  many 
over-the-counter  sleep  preparations,  and  reported  in  the 
March  issue  of  the  Journal  of  the  American  College  of 
Emergency  Physicians,  known  as  JACEP. 


Doctor  Repert  Named  to  AAEP 

William  B.  Repert,  MD,  Fort  Collins,  has  been  elected  to 
the  board  of  directors  of  the  Colorado  chapter  of  the  Ameri- 
can Academy  of  Emergency  Physicians.  Marilyn  Gifford, 
MD,  of  Longmont  is  the  newly  elected  president  of  the  Col- 
orado chapter. 


Doctor  Guthrie  Named  to  Penrose 

Doctor  Michael  B.  Guthrie  has  been  named  Director  of 
Medical  Affairs  for  Penrose  Hospitals  at  Colorado  Springs, 
taking  full-time  responsibilities  on  in  July  1979.  Dr.  Guth- 
rie has  served  as  Chief  of  Psychiatry  at  Penrose  Hospital , as 
well  as  Secretary  of  the  Executive  Committee,  and  has  been 
active  in  a host  of  organizations  including  the  Colorado 
Medical  Society.  He  was  graduated  from  Amherst  College 
and  the  University  of  Pennsylvania  School  of  Medicine,  and 
received  post-graduate  training  at  Denver  General  Hospi- 
tal, the  University  of  Pennsylvania,  and  the  Philadelphia 
General  Hospital 


Pueblo  Physician  Named  to  Hospital 

Doctor  Gardner  Champlin,  Pueblo  physician,  has  been 
named  Director  of  Medical  Affaiis  at  St.  Mary-Corwin  Hos- 
pital. Dr.  Champlin  has  practiced  pediatrics  in  Pueblo  for  25 
years,  and  is  an  active  member  of  the  Colorado  Medical 
Society,  as  well  as  the  Pueblo  County  Medical  Society,  and 
the  American  Academy  of  Medical  Directors. 


Doctor  Troup  Named  Diplomate 

Doctor  William  Troup,  Walsh  Colorado  family  prac- 
titioner, has  been  named  a diplomate  of  the  American  Board 
of  Family  Practice,  and  is  now  a certified  specialist  in  family 
practice. 


Loveland  Family  Practitioner  Honored 

Doctor  Donald  Schafer,  Loveland  family  practitioner,  has 
been  named  a diplomate  of  the  American  Board  of  Family 
Practice. 


Powers  Becomes  Fellow 

Doctor  Robert  C.  Powers,  Englewood  orthopaedic  sur- 
geon, was  named  a fellow  of  the  American  Academy  of 
Orthopaedic  Surgeons  during  the  annual  meeting  of  the 
organization  in  San  Francisco  recently. 


Doctor  Carson  Recertified 

Doctor  J.  Douglas  Carson  of  Longmont  has  been  recer- 
tified by  the  American  Board  of  Obstetrics  and  Gynecology. 
Doctor  Carson  was  first  certified  in  1961. 


Appelbaum  Named  to  AOMA  Board 

Jerry  J.  Appelbaum,  MD,  Medical  Director  for  Mountain 
Bell,  Denver,  has  been  named  to  serve  on  the  Board  of 
Directors  of  the  American  Occupational  Medical  Associa- 
tion for  a three-year  term. 

Farrington  Named  President-Elect  of  ASIM 


At  its  recent  meeting  in  New  Orleans,  the  American  Soci- 
ety of  Internal  Medicine  named  John  F.  Farrington,  MD, 
Boulder,  to  the  post  of  President-Elect.  During  the  past 
three  years  Dr.  Farrington  served  as  Secretary-Treasurer, 
and  he  also  played  an  instrumental  role  in  development  of 
the  Current  Procedural  Terminology  IV,  system  of  ter- 
minology and  coding  developed  by  practicing  physicians  for 
the  American  Medical  Association.  He  will  chair  the  Func- 
tion and  Budget  Committee,  and  appoint  members  to  com- 
mittees and  task  forces  to  work  with  him  when  he  assumes 
the  Presidency  in  May  1980. 

Repert  Joins  Board 

William  B.  Repert,  MD,  Fort  Collins,  has  been  elected  to 
the  board  of  directors  of  the  Colorado  chapter  of  the  Ameri- 
can Academy  of  Emergency  Physicians. 

Holt  Named  to  Orthopaedic  Society  Board 

Charles  J.  Holt,  MD,  Aurora,  was  elected  a Member-At- 
Large  of  the  Board  of  Directors  of  the  Mid-Central  States 
Orthopaedic  Society  at  the  recent  meeting  of  the  Society  at 
The  Broadmoor,  Colorado  Springs. 

Grow  Honored  by  Westminster  College 

John  B.  Grow,  MD,  Denver  cardiovascular  and  thoracic 
surgeon,  recently  was  awarded  the  Alumni  Achievement 
Award  from  Westminster  College,  Fulton,  Missouri.  Grow 
also  received  the  College’s  Golden  Legion  Award  as  a 
member  of  thenclass  of  1929. 


Abrums  Named  to  ASIM  Board 


John  D.  Abrums,  MD,  Albuquerque,  New  Mexico,  has 
been  elected  to  a three-year  term  on  the  Board  of  Trustees  of 
the  American  Society  of  Internal  Medicine. 


Elkin  Named  Examiner 


Bernice  B.  Elkin,  MD,  Casper  psychiatrist,  has  been 
named  to  serve  as  examiner  for  the  American  Board  of 
Psychiatry  and  Neurology. 
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OBITUARIES 


Colorado 

Doctor  Robert  Samuel  Liggett,  one  of  Colorado’s 
most  outstanding  physicians,  standing  very  high  in 
respect  by  his  professional  colleagues  both  for  medi- 
cal and  educational  skills,  died  May  1, 1979  at  the  age 
of  75. 

He  was  born  November  21,  1903  in  St.  Louis,  and 
attended  public  schools  there.  In  1922  he  entered  the 
University  of  Illinois  but  transferred  the  following 
year  to  Washington  University  at  St.  Louis  where  he 
entered  the  study  of  dentistry,  receiving  a DDS  in 
1928,  and  proceeding  to  work  at  the  same  school  for 
his  MD  which  he  received  in  1933. 

He  interned  at  Colorado  General  Hospital  during 
1933-34,  and  took  a residency  at  Colorado  General 
Hospital  during  1934-35,  and  from  1935  to  1939  he 
served  as  part-time  out-patient  resident,  and  also 
carried  on  a practice  of  internal  medicine. 

In  1942  Doctor  Liggett  entered  medical  military 
service,  serving  with  the  U.S.  Army  until  January  1, 
1946  as  a Lt.  Col.  with  the  29th  General  Hospital  and 
later  at  Fitzsimons  Army  Hospital. 

In  October  1945  Dr.  Liggett  joined  the  faculty  of  the 
University  of  Colorado  School  of  Medicine  as  an  as- 
sistant professor  and  also  as  associate  dean  of  the 
school.  In  December  1946  he  was  appointed  to  the 
chair  of  associate  professor.  In  1964  he  became  Direc- 
tor of  Graduate  Medical  Education  at  St.  Luke’s  Hos- 
pital. 

During  1969-70  he  headed  the  Webb-Waring  Lung 
Institute. 

Doctor  Liggett  was  responsible  for  introducing 
Computer  EKG  interpretation  into  Colorado;  he  was 
associated  with  a non-profit  corporation,  now  self- 
sustaining,  for  instant  reporting  on  EKG’s  from  hos- 
pitals in  Colorado,  Wyoming,  Nebraska,  Texas,  and 
Kansas. 

During  1950  he  was  given  the  Gold  Headed  Cane 
award  and  in  1974  was  given  a plaque  for  Outstand- 
ing Service  to  Internal  Medicine  by  the  Society  of 
Internal  Medicine. 

Doctor  Liggett  was  a member  of  the  Denver  and 
Colorado  Medical  societies,  as  well  as  the  American 
Medical  Association.  He  was  also  a Fellow  of  the 
American  College  of  Physicians;  Diplomate,  Ameri- 
can Board  of  Internal  Medicine,  and  a member  of  the 
American  Trudeau  Society,  the  Denver  TB  Associa- 
tion, the  Colorado  TB  Association,  and  the  National 
TB  Association. 

It  was  Doctor  Liggett  who  initiated  the  writing  of 
obituaries  in  the  Rocky  Mountain  Medical  Journal. 

Doctor  Liggett’s  greatest  award  of  all  was  being  a 
close  friend  of  everyone  he  was  associated  with  in  the 
field  of  medicine  and  respected  by  all  who  knew  him. 


Doctor  Autrey  Raymond  Croke,  honored  for  es- 
tablishing the  first  coronary  care  unit  in  Colorado, 
second  such  unit  in  the  nation,  died  April  25, 1979  at 
the  age  of  56  in  Colorado  Springs. 

Doctor  Croke  was  bom  in  Denver  May  8, 1922,  and 
after  attending  Denver  schools  entered  the  Univer- 
sity of  Colorado  at  Boulder  where  he  received  a BA  in 
1943,  proceeding  into  the  University  of  Colorado 
School  of  Medicine,  from  which  he  received  his  MD  in 
1946. 

He  interned  from  April  1946  through  July  1947  at 
Receiving  Hospital  in  Detroit,  Michigan  and  took  a 
residency  at  the  University  of  Colorado  Medical 
Center  from  July  1949  to  June  1951. 

From  1947  to  1949  Doctor  Croke  served  in  the  U.S. 
Army  Medical  Corps,  during  which  time  he  did  post- 
graduate study  at  the  University  of  Vienna  and  the 
Kaiser  Wilhelm  Institute. 

In  1951  Doctor  Croke  entered  medical  practice  in 
Colorado  Springs,  and  emphasized  cardiovascular 
medicine,  becoming  in  1961  a specialist  in  that  field. 

The  need  for  specialized  care  for  acute  myocardial 
infraction  led  him  to  establish  the  Coronary  Care 
Unit  at  Penrose  Hospital.  He  also  organized  and  di- 
rected the  Maytag  Cardiovascular  Diagnostic  and 
Research  Unit  where  cardiac  catheterization  was  in- 
itiated. 

Doctor  Croke  was  active  in  state  and  national  car- 
diology programs,  and  was  a Fellow  of  the  American 
College  of  Cardiology  and  a Fellow  in  Council  of  Clin- 
ical Cardiology  of  the  American  Heart  Association. 

At  the  time  of  his  death  Doctor  Croke  was  chief  of 
Medicine  at  Penrose  Hospital,  and  a member  of  its 
Executive  Committee  of  the  Medical  Staff,  and  the 
Board  Planning  Committee. 

He  is  survived  by  his  widow,  Mrs.  Patricia  Vaeth 
Croke,  four  sons,  Joseph,  Kevin,  Patrick,  and 
Stephen,  all  of  Colorado  Springs,  and  two  daughters, 
Valerie  of  Colorado  Springs;  Julie,  Cambridge,  Mas- 
sachusetts; and  two  other  sons,  Kelly  of  Maui, 
Hawaii,  and  Jeffrey  of  Los  Angeles,  California. 

His  mother  and  a brother,  Kevin,  of  Empire,  Col- 
orado also  survive. 

His  intellect  and  leadership  serve  as  an  inspiration 
for  further  accomplishments  in  his  field. 

Doctor  John  Palmer  Hilton,  noted  Denver 
psychiatrist,  died  May  28,  1979  in  Denver  at  the  age 
of  75. 

Doctor  Hilton  was  born  September  27,  JSOS  in 
Louisville,  Colorado,  and  attended  Boulder  High 
School  where  he  was  a State  Prep  student.  He  at- 
tended the  University  of  Colorado  School  of  Medicine 
from  which  he  received  his  MD  in  1929.  He  took  his 
internship  at  Mercy  Hospital,  Denver. 

Doctor  Hilton  specialized  in  neuro-psychiatry  and 
in  1942  was  certified  by  the  American  Board  of 
Psychiatry  and  Neurology  as  a Diplomate. 

Doctor  Hilton  was  a member  of  the  Denver  and 
Colorado  Medical  societies,  and  of  the  AMA,  as  well 
as  the  American  Geriatric  Society  and  the  American 
Academy  of  Neurology. 


196 


Rocky  Mountain  Medical  Journal 


Doctor  Hilton  maintained  a private  practice  but 
also  served  at  Mt.  Airy  Hospital,  Mercy,  St.  Luke’s, 
St.  Anthony,  St.  Joseph,  Presbyterian  hospitals.  He 
was  frequently  called  upon  for  court  testimony  in 
cases  where  sanity  was  at  issue. 

He  was  married  to  Doris  E.  Sederholm  in  1950.  She 
was  known  professionally  as  Jane  Sterling,  a Denver 
Post  columnist  and  radio  personality,  and  she  died 
April  20,  1972. 

Survivors  are  three  sons,  James,  Englewood; 
Robert,  and  Jon  of  Denver,  and  three  daughters, 
Marisue  Waller  and  Jill  E.  Fieger,  Denver,  and 
Jananne  Ocamb,  Williamoto,  North  Carolina,  and  a 
sister,  Mrs.  Virginia  Lou  Hays,  Denver. 

Doctor  Gordon  Stannard  Riegel  of  Colorado 
Springs,  chief  of  staff  at  Penrose  Hospital  in  1973-74, 
died  May  13,  1979  at  the  age  of  61. 

Doctor  Riegel  was  born  in  Minneapolis,  Minnesota, 
and  was  graduated  from  St.  Croix  Falls,  Wisconsin, 
high  school,  and  then  attended  Carleton  College, 
Northfield,  Minnesota  from  which  he  received  a BA. 
He  received  MA  and  MD  degrees  from  the  University 
of  Minnesota. 

He  served  as  a Navy  medical  officer  with  the  5th 
Marine  Division  during  World  War  II,  and  received  a 
Bronze  Star  at  the  battle  of  Iowa  Jima. 

He  first  practiced  medicine  at  St.  Croix  Falls  before 
moving  in  1953  to  Colorado  Springs.  Certified  by  the 
American  Board  of  Internal  Medicine,  he  served  on 
the  staffs  of  Penrose,  St.  Francis,  and  Memorial  hos- 
pitals. 


Doctor  Riegel  was  on  the  staff  of  the  Colorado 
Springs  Medical  Center,  and  served  on  the  Center’s 
Executive  Committee.  He  also  served  on  the  Colorado 
State  Medical  Grievance  Committee,  and  founded 
and  was  a director  of  the  Alcoholic  Treatment  Center 
at  Penrose  Hospital. 

He  is  survived  by  his  widow,  Merodie,  and  six  chil- 
dren, Genie  Sue  Weppner,  Milwaukee,  Wisconsin; 
Nan,  Holly,  and  Gordon  S.,  II,  Colorado  Springs;  Bar- 
bara Bend,  Afton,  Minnesota,  and  Merodie  Seykora, 
Owatonna,  Minnesota,  and  five  grandchildren. 

Montana 

Doctor  Frank  A.  Gardiner  of  Butte  died  April  17, 
1979  at  the  age  of  60.  Doctor  Gardiner  received  his 
MD  from  St.  Louis  University,  St.  Louis,  Missouri, 
and  interned  in  Butte  at  St.  James  Hospital.  Doctor 
Gardiner  at  one  period  used  his  private  plane  to  make 
house  calls  in  nearby  communities.  He  was  a member 
of  the  Montana  Medical  Association  as  well  as  the 
AMA,  and  since  1952  had  been  a memberof  theSilver 
Bow  Medical  Society. 

Doctor  Edward  C.  Maronick  died  April  3,  1979  at 
the  age  of  53,  following  an  extended  illness.  He  was  a 
native  of  Great  Falls,  and  received  his  MD  from  St. 
Louis  University,  St.  Louis,  Missouri,  and  since  1954 
he  had  practiced  in  Helena  where  he  died.  He  was  a 
member  of  the  Lewis  and  Clark  Medical  Society,  the 
Montana  Medical  Association,  and  the  AMA. 


WHY  SHOULD  A PHYSIUIAA  BE 
COACERHI^ED  ABOUT  HOSPITAL 
MAAAGEMEAT? 


Because  we  think  it  affects  your  patient's  care. 

Employee  confidence  in  hospital 
management  improves  morale  and  attitude: 
two  major  prescriptions  in  the  care  your 
patients  receive. 

Shared  Service  Systems,  a non-profit 
organization  of  over  90  health  care  institutions 
in  the  Midwest,  can  provide  complete 
management  for  your  facility  including  a highly 
trained  administrator  and  back-up  support  if 
and  when  required. 


for  more  information 
contact 


At  Shared  Service  Systems,  our  management 
philosophy  is  to  provide  effective  modern 
management  to  your  hospital  so  that  your 
patients  will  continue  to  receive  local,  cost 
effective  health  services. 

We  thought  you  should  know  about  us. 


SHARED  SERVICE  SYSTEMS 
1 725  So.  20th  Street 
Omaha,  Nebraska  68108 
or  Phone:  (402)  346-9008 
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A reminder 


ZYIOPRIM 

(allopurinol) 

100  and  300  mg  scored  Tablets 


• inhibits  uric  acid  formation 

• helps  prevent  urate  crystal 
depositions  in  synovia 


• reduces  risk  of  uric 
acid  lithiasis 


INDICATIONS  AND  USE:  This  is  not  an  innocuous 
drug  and  strict  attention  shouid  be  given  to  the 
indications  for  its  use.  Pending  lutiner  investiga- 
tion, its  use  in  other  hyperuricemic  states  is  not 
indicated  at  this  time. 

Zyloprim"  (allopurinol)  is  intended  for: 

1.  treatment  of  gout,  either  primary,  or  secondary  to  the 
hyperuricemia  associated  with  blood  dyscrasias  and 
their  therapy; 

2.  treatment  of  primary  or  secondary  uric  acid  nephrop- 
athy, with  or  without  accompanying  symptoms  of  gout; 

3.  treatment  of  patients  with  recurrent  uric  acid  stone 
formation: 

4.  prophylactic  treatment  to  prevent  tissue  urate  deposi- 
tion, renal  calculi,  or  uric  acid  nephropathy  in  patients 
with  leukemias,  lymphomas  and  malignancies  who  are 
receiving  cancer  chemotherapy  with  its  resultant  ele- 
vating effect  on  serum  uric  acid  levels. 

CONTRAINDICATIONS:  Use  in  children  with  the 
exception  of  those  with  hyperuricemia  secondary  to 
malignancy.  The  drug  should  not  be  employed  in  nursing 
mothers. 

Patients  who  have  developed  a severe  reaction  to 
Zyloprim  should  not  be  restarted  on  the  drug. 

WARNINGS:  ZYLOPRIM  SHOULD  BE  DISCONTINUED 
AT  THE  FIRST  APPEARANCE  OF  SKIN  RASH  OR  ANY 
SIGN  OF  ADVERSE  REACTION.  In  some  instances  a skin 
rash  may  be  followed  by  more  severe  hypersensitivity 
reactions  such  as  exfoliative,  urticarial  and  purpuric 
lesions  as  well  as  Stevens- Johnson  syndrome  (erythema 
multiforme)  and  very  rarely  a generalized  vasculitis  which 
may  lead  to  irreversible  hepatotoxicity  and  death. 

A few  cases  of  reversible  clinical  hepatotoxicity  have 
been  noted  and  in  some  patients  asymptomatic  rises  in 
serum  alkaline  phosphatase  or  serum  transaminase  have 
been  observed.  Accordingly,  periodic  liver  function  tests 
should  be  performed  during  the  early  stages  of  therapy, 
particularly  in  patients  with  pre-existing  liver  disease 
Patients  should  be  alerted  to  the  need  for  due  precau- 
tions when  engaging  in  activities  where  alertness  is 
mandatory. 

Nevertheless,  iron  salts  should  not  be  given  simulta- 
neously with  Zyloprim.  This  drug  should  not  be 
administered  to  immediate  relatives  of  patients  with 
Idiopathic  hemochromatosis. 

In  patients  receiving  Purinethol*  (mercapto- 
purine)  or  Imuran'^  (azathioprine),  the  concomitant 
administration  of  300-600  mg  of  Zyloprim  per  day 
will  require  a reduction  in  dose  to  approximately 
one-third  to  one-fourth  of  the  usual  dose  of  mercap- 
topurine  or  azathioprine.  Subsequent  adjustment 
of  doses  of  Purinetnol  or  imuran  should  be  made 
on  the  basis  of  therapeutic  response  and  any 
toxic  effects. 


Usage  in  Prsonancy  and  Women  of  Childbearing  Age: 
Zyloprim®  (allopurinol)  should  be  used  in  pregnant 
women  or  women  of  childbearing  age  only  If  the  potential 
benefits  to  the  patient  are  weighed  against  the  possible 
risk  to  the  fetus. 

PRECAUTIONS:  Some  investigators  have  reported  an 
increase  in  acute  attacks  of  gout  during  the  early  stages 
of  allopurinol  administration,  even  when  normal  or  sub- 
normal serum  uric  acid  levels  have  been  attained. 

It  has  been  repotted  that  allopurinol  prolongs  the  half-life 
of  the  anticoagulant,  dicumarol.  This  interaction  should 
be  kept  in  mind  when  allopurinol  is  given  to  patients 
already  on  anticoagulant  therapy,  and  the  coagulation 
time  Should  be  reassessed. 

A fluid  intake  sufficient  to  yield  a daily  urinary  output  of 
at  least  2 liters  and  the  maintenance  of  a neutral  or, 
preferably,  slightly  alkaline  urine  are  desirable  to  (1) 
avoid  the  theoretic  possibility  of  formation  of  xanthine 
calculi  under  the  influence  of  Zyloprim  therapy  and  (2) 
help  prevent  renal  precipitation  of  urates  in  patients 
receiving  concomitant  uricosuric  agents. 

Patients  with  impaired  renal  function  require  less  drug 
and  should  be  carefully  observed  during  the  early  stages 
of  Zyloprim  administration  and  the  drug  withdrawn  if 
increased  abnormalities  in  renal  function  appear. 

In  patients  with  severely  impaired  renal  function,  or 
decreased  urate  clearance,  the  half-life  of  oxipurinol  in 
the  plasma  is  greatly  prolonged.  Therefore,  a dose  of  100 
mg  per  day  or  300  mg  twice  a week,  or  perhaps  less, 
may  be  sufficient  to  maintain  adequate  xanthine  oxidase 
inhibition  to  reduce  serum  urate  levels.  Such  patients 
should  be  treated  with  the  lowest  effective  dose,  in 
order  to  minimize  side  effects. 

Mild  reticulocytosis  has  appeared  in  some  patients. 

As  with  all  new  agents,  periodic  determination  of  liver 
and  kidney  function  and  complete  blood  counts  should  be 
performed  especially  during  the  first  few  months  of 
therapy. 

ADVERSE  REACTIONS: 

Dermatologic:  Because  in  some  instances  skin  rash  has 
been  followed  by  severe  hypersensitivity  reactions,  it  is 
recommended  that  therapy  be  discontinued  at  the 
first  sign  of  rash  or  other  adverse  reaction  (see 
WARNINGS).  Skin  rash,  usually  maculopapular,  is  the 
adverse  reaction  most  commonly  reported. 

Exfoliative,  urticarial  and  purpuric  lesions,  Stevens- 
Johnson  syndrome  (erythema  multiforme)  and  toxic 
epidermal  necrolysis  have  also  been  reported. 

A few  cases  of  alopecia  with  and  without  accompany- 
ing dermatitis  have  been  reported. 

In  some  patients  with  a rash,  restarting  Zyloprim 
(allopurinol)  therapy  at  lower  doses  has  been  accom- 
plished without  untoward  incident. 


Gastrointestinal:  Nausea,  vomiting,  diarrhea,  and  inter- 
mittent abdominal  pain  have  been  reported. 

Vascular:  There  have  been  rare  instances  of  a general- 
ized hypersensitivity  vasculitis  or  necrotizing  angiitis 
which  nave  led  to  irreversible  hepatotoxicity  and  death. 
Hematopoietic:  Agranulocytosis,  anemia,  aplastic 
anemia,  bone  marrow  depression,  leukopenia,  pancy- 
topenia and  thrombocytopenia  have  been  reported 
in  patients,  most  of  whom  received  concomitant  drugs 
with  potential  for  causing  these  reactions.  Zyloprim® 
(allopurinol)  has  been  neither  implicated  nor  excluded 
as  a cause  of  these  reactions. 

Neurologic:  There  have  been  a few  reports  of  peripheral 
neuritis  occurring  while  patients  were  taking  Zyloprim. 
Drowsiness  has  also  been  reported  in  a few  patients. 
Ophthalmic:  There  have  been  a few  reports  of  cataracts 
found  in  patients  receiving  ^loprim.  It  is  not  known 
if  the  cataracts  predated  the  Zyloprim  therapy.  “Toxic” 
cataracts  were  reported  in  one  patient  who  also 
received  an  anti-inflammatory  agent;  again,  the  time 
of  onset  is  unknown  In  a group  of  patients  followed 
by  Gutman  and  Yu  for  up  to  five  years  on  Zyloprim 
therapy,  no  evidence  of  ophthalmologic  effect  attribut- 
able to  Zyloprim  was  reported. 

Drug  Idiosyncrasy:  Symptoms  suggestive  of  drug  idio- 
syncrasy have  been  reported  in  a few  patients.  This 
was  characterized  by  fever,  chills,  leukopenia  or  leuko- 
cytosis, eosinophilia,  arthralgias,  skin  rash,  pruritus, 
nausea  and  vomiting 

OVERDOSAGE:  Massive  overdosing,  or  acute  poison- 
ing, by  Zyloprim  has  not  been  reported, 

HOW  SUPPLIED:  100  mg  (white)  scored  tablets, 
bottles  of  100  and  1000;  300  mg  (peach)  scored  tablets, 
bottles  of  30,  100  and  500.  Unit  dose  packs  for  each 
strength  also  available. 

Complete  information  available  from  your  local  B.  W. 
Co.  Representative  or  from  Professional  Services  Depart- 
ment PML. 

U.S.  Patent  No.  3,624,205  (Use  Patent) 

i|^  / Burroughs  Weficome  Co. 

/ Research  Triangle  Park 
Wellcome  / North  Carolina  27709 


V-CILLIN  K 

C29 


penicillin  V potassium 

Js  fhe  most  widely  presaibed  brand  of  oral  penicillin 


15,  250,  and  500  mg* 
r^l  .Siol^ution 
^andisiii^/S  ml- 


v-caiin  K® 

penicillin  V potassium 

Description:  V-Cillin  K is  the  potassium  salt  of 
penicillin  V.  This  chemically  improved  form 
combines  acid  stability  with  immediate 
solubility  and  rapid  absorption. 

Indications:  For  the  treatment  of  mild  to 
moderately  severe  pneumococcal  respiratory 
tract  infections  and  mild  staphylococcal  skin 
and  soft-tissue  infections  that  are  sensitive  to 
penicillin  G.  See  the  package  literature  for 
other  indications. 

Contraindication:  Previous  hypersensitivity 
to  penicillin. 

Warnings:  Serious,  occasionally  fatal, 
anaphylactoid  reactions  have  been  reported. 
Some  patients  with  penicillin  hypersensitivity 
have  had  severe  reactions  to  a cephalosporin; 
inquire  about  penicillin,  cephalosporin,  or  other 
allergies  before  treatment.  If  an  allergic  reaction 
occurs,  discontinue  the  drug  and  treat  with  the 
usual  agents  (e.g.,  epinephrine  or  other  pressor 
amines,  antihistamines,  or  corticosteroids). 

Precautions:  Use  with  caution  in  individuals 
with  histories  of  significant  allergies  and/or 
asthma.  Do  not  rely  on  oral  administration  in 
patients  with  severe  illness,  nausea,  vomiting. 


gastric  dilatation,  cardiospasm,  or  intestinal 
hypermotility.  Occasional  patients  will  not 
absorb  therapeutic  amounts  given  orally.  In 
streptococcal  infections,  treat  until  the  organism 
is  eliminated  (minimum  of  ten  days).  With 
prolonged  use,  nonsusceptible  organisms, 
including  fungi,  may  overgrow;  treat 
superinfection  appropriately, 

Adverse  Reactions:  Hypersensitivity,  including 
fatal  anaphylaxis.  Nausea,  vomiting,  epigastric 
distress,  diarrhea,  and  black,  hairy  tongue.  Skin 
eruptions,  urticaria,  reactions  resembling  serum 
sickness  (including  chills,  edema,  arthralgia, 
prostration),  laryngeal  edema,  fever,  and 
eosinophilia.  Infrequent  hemolytic  anemia, 
leukopenia,  thrombocytopenia,  neuropathy,  and 
nephropathy,  usually  with  high  doses  of 
parenteral  penicillin.  [1021751 

^Equivalent  to  penicillin  V. 

Additional  information  available  to  the 
profession  on  request. 

Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 
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WANT  ADS 


MEDICAL  OPPORTUNITIES 

WYOMING  - OB/GYN,  Family  Practitioners  and  Internists  needed. 
Beautiful  recreational  area.  New  $10,000,000  community  hospital. 
Rapid  growth  area.  Population  60,000.  Contact  Medical  Affairs 
Committee,  P.O.  Box  1527,  Rock  Springs,  WY  82901.  Include 
resume.  I178-I3-6B 

HELENA  and  BUTTE,  MONTANA  - Board  Certified  or  Board 
Eligible  (ABPN)  to  join  a staff  of  4 psychiatrists  in  progressive  rural 
Community  Mental  Health  Center  with  a high  quality  multidiscipline 
staff  in  beautiful  scenic  mountainous  area  with  hunting,  fishing, 
skiing,  and  other  outdoor  recreation.  Position  involves  providing 
psychiatric  services  to  all  phases  of  established  programs  with  li- 
mited travel  involved.  Salary  range  mid  $40.000’s  depending  on 
experience.  Excellent  fringe  benefits  including  paid  health  insur- 
ance, paid  educational  leave,  plus  help  with  relocation  expense. 
Send  resume  to:  Brian  Davis,  MD,  Clinical  Director,  512  Logan. 
Helena,  Montana  59601 , or  call  collect  to:  C.  Joe  Harrington,  MSW, 
Executive  Director,  (406)  442-0310.  579-I-2B 

LOCUM  TENENS  STAFF  needed  by  Mountain  States  Medical 
Associates,  Inc.,  providing  short  term  coverage  for  busy  Montana, 
Idaho,  Wyoming  practices.  Only  well  trained  experienced  FP  or  ER 
specialists  need  apply.  Interested  MD’s  send  resume  to  D.  F.  Cook, 
MD,  Box  3786,  Butte,  Montana  5970 1 . Call:  (406)  723-9239.  579- 
3-2B 

EMERGENCY  ROOM  PHYSICIAN.  Excellent  opportunity  for 
second-career  physician  with  skills  in  general  practice  seeking  regu- 
lar hours  and  opportunities  in  acute  care  medicine.  Three-man  FD 
group  looking  for  fourth  in  a 500  bed  community  hospital.  $20,000 
plus  annual  visits  with  full  specialty  backup.  Teaching  and  EMS 
development  as  desired.  American  medical  graduates  with 
emergency  experience  preferred.  Corporate  benefits  package  in  ex- 
cess of  $75,000.  Write:  Emergency  Physicians  of  Topeka,  3408 
Randolph,  Topeka,  Kansas  6661 1 . Call  (913)  354-6100.  579-5-4B 

GP/FP  needed  in  Colorado  Springs  to  join  two  others  in  three  man 
association.  Share  office  expenses,  personnel,  and  call  schedule. 
Practice  includes  obstetrics.  Contact  Jack  Paap.  MD,  1255  Lake 
Avenue,  Colorado  Springs,  Colorado  80906,  or  phone:  (303)  576- 
.3901.  579-7-3B 

NEEDED:  General  Internist  or  Family  Practitioner,  Board  eligible  or 
Board  certified  to  join  three  MD's  and  one  PA  in  thriving  primary 
care  clinic.  Clinic  in  outlying  town,  17  miles  from  a hospital  with  all 
major  subspecialties  and  services  available.  Occupational  medicine 
and  pediatrics  practiced.  Write:  Palisade  Family  Practice  Clinic, 
P.O.  Box  920,  Palisade,  Colorado  815  16,  or  call:  (.303)  464-5183. 

579-9-TFB 

CANON  CITY,  COLORADO  seeks  services  of  anesthesiologist  and 
OB/GYN.  75- bed  general  hospital  with  over  1000  surgeries  per  year. 
General  surgeons,  urologist,  orthopaedist,  ophthalmologist  resident 
in  community.  Mildest  climate  in  Colorado,  gateway  to  the  Rocky 
Mountains.  Send  resume  to  Administrator.  St.  Thomas  More  Hos- 
pital, Canon  City,  Colorado  81212.  779-l-IB 

OPENINGS  IN  FAMILY  PRACTICE.  OBSTETRICS,  GYNE- 
COLOGY, ORTHOPEDICS  in  established  Denver.  Colorado 
growth-oriented  multispecialty  group.  Send  CV  to  David  F.  Crow- 
der. MD,  Medical  Director.  The  Denver  Clinic,  701  East  Colfax 
Avenue.  Denver,  Colorado  80203  or  call:  (303)  831-7171. 

579-2- IB 


EMERGENCY  PHYSICIANS  - RAWLINS,  WYOMING.  Ex- 
panding hours  of  Emergency  Department  coverage  requires  addi- 
tional physicians  in  this  Wyoming  community  located  near  Colorado 
skiing  areas.  Hours  Monday  to  Friday  only.  Annual  income  $53,000 
plus  paid  malpractice  insurance,  no  state  income  tax,  etc.  Send  CV 
to  Chase  Stone  Center,  Holly  Sugar  Building,  Suite  440,  Colorado 
Springs,  Colorado  80903.  or  call  toll  free  1-800-325-3982,  Ext. 
220.  779-4-TFB 

SKI  COUNTRY  USA  - VAIL,  COLORADO  needs  two  FAMILY  or 
GENERAL  Practitioners.  $36,000  plus  corporate  benefits.  Contact: 
T.  Steinberg.  MD,  P.O.  Box  1328,  Vail.  Colorado  81657,  or  call: 
(303)  476-5695.  779-6-2B 

IF  YOU  ARE  AN  MD  who  would  be  interested  in  a challenging 
opportunity,  large  earning  potential  plus  the  pleasant  living  cir- 
cumstances of  Southwestern  Wyoming,  please  contact  Grace  Bayer 
at  (307)  877-6395  for  further  information.  779-7- IB 

PEDIATRICIAN  needed  to  join  seven  doctor  multi-specialty  group 
in  Miles  City,  Montana.  First  year  salary,  partnership  in  one  year. 
Unlimited  potential.  Town  offers  best  in  family  living.  High  per 
capita  income  and  stable  economy.  Many  outdoor  recreational  op- 
portunities. Contact:  A.E.  Brim  & Associates,  177  NE  102nd  Av- 
enue, Portland,  Oregon  97220,  or  call  (503)  256-2070.  779-8- IB 

EXCELLENT  OPPORTUNITY  IN  NEW  MEXICO  for  Family 
Practitioner  to  associate  with  three  established  physicians  in  a rapidly 
growing  university  town.  Contact:  B.W.  Williams,  MD,  217  W. 
Court  Avenue.  Las  Cruces,  New  Mexico  88001.  779-9-2B 

ROCK  SPRINGS,  WYOMING  - EMERGENCY  MEDICINE 
PRACTICE  AVAILABLE  IN  STABLE  FIVE  PHYSICIAN 
GROUP.  Excellent  fee  for  service  contract,  .seeing  variety  of  trauma 
and  medical  patients.  New  hospital  with  specialty  back  up.  Ideal 
location  with  proximity  to  Jackson,  Steamboat  Springs,  and  Salt 
Lake  City.  Send  CV  to  Box  779-IO-TFB,  c/o  Rocky  Mountain 
Medical  Journal.  1601  East  19th  Avenue.  Denver,  Colorado 
80218.  779-10-TFB 

ROCKY  MOUNTAIN  COMMUNITY.  Aggressive  Internist 
wanted  for  very  busy  practice.  Good  income  opportunity.  To  join 
two  active  internists.  Excellent  for  outdoor  enthusiast.  Write:  Inter- 
nal Medicine  Associates,  51 1 North  12th  East,  Riverton,  Wyoming 
82501.  or  call:  (307)  856-4176.  779-1 1-3B 

FAMILY  NURSE  PRAtTTITIONER  with  MS  degree,  American 
Nursing  Association  Certification  for  FNP,  and  5 years  experience, 
is  seeking  part-time  employment  in  a family  practice  site  in  or  near 
Denver.  Call:  (303)  343-0596  after  5 p.m.  779-13-IB 

UROLOGIST  - I I years  solo  in  Midwest.  American  Boards. 
F.A.C.S.  Strong  desire  to  relocate  to  area  with  a high,  dry  climate 
because  of  asthmatic  son.  Write:  Bruce  Knoll,  MD,  6655  Rives 
Junction  Road,  Jackson.  Michigan  49201.  779- 14- IB 

LOCUM  TENENS  WANTED:  Family  Physician  (Boarded  AAFP) 
available  to  work  Locum  Tenens  for  summer  fall  months.  Please 
call:  Dr.  D.  Levy  at  (303)  674-9894  (days)  or  (303)  838-4639 
(evenings).  779- 15- IB 

FOR  LEASE:  MEDICAL  OR  LABORATORY  FACILITY  in  Den- 

ver. 5 minutes  from  Rose  Medical  Center,  University  of  Colorado 
Health  Sciences  Center,  and  Veterans  Administration  Hospital. 
Newly  redecorated,  3500  square  feet  of  space.  For  information  call: 
(303)321-4401.  779- 16- IB 
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POSITION  SOUGHT  BY  BOARD-CERTIFIED,  recent  resi- 
dency-trained FAMILY  PRACTITIONER;  also  residencies  in 
psychiatry  and  child  psychiatry;  seeks  Family  Practice  or  combined 
Family-Practice-Psychiatry  position  in  high  mountain  country. 
Write:  Box-779- 17- IB,  c/o  Rocky  Mountain  Medical  Journal,  160! 
East  19th  Avenue,  Denver,  Colorado  80218.  779-17-lB 

SEEKING  POSITION  IN  EMERGENCY  MEDICINE  or  Family 
Practice  in  Rocky  Mountains.  Group  or  solo.  Mature  and  experi- 
enced, excellent  references.  Write:  Box  779-20- IB,  c/o  Rocky 
Mountain  Medical  Journal,  1601  East  19th  Avenue,  Denver,  Col- 
orado 80218.  779-20- IB 

WANTED:  PHYSICIANS  to  do  medical  practice  in  Health  Man- 
agement Center  in  application  of  lifestyle  change  program  to  control 
chronic  degenerative  disease,  such  as  hypertension.  Heart  disease, 
diabetes,  obesity,  and  alcoholism.  Write:  Merritt  Homing,  MD,  Box 
1 093 , Boulder.  Colorado,  80306  or  Call:  ( 303 ) 665-9020. 779-  2 1 - 1 B 

UROLOGIST  - Orthopaedic  Surgeon  OB/GYN,  Anesthesiologist. 
FP.  and  Urologist,  Board  Certified  or  Board  Eligible  for  Western 
Colorado  14-man  multi-specialty  group.  Balanced  practice  and  re- 
creation opportunity.  Area  served  provides  skiing,  mountain  trails, 
fishing,  camping,  etc.  Modem  clinic,  located  next  to  community 
hospital.  Send  resume  or  contact:  G.  Thomas  Morton,  MD,  Glen- 
wood  Medical  Associates,  PC,  P.O.  Drawer  907,  Glenwood 
Springs,  Colo,  81601 . 779-22-lB 

PROPERTIES  — FOR  LEASE 

FOR  LEASE:  COLORADO  SPRINGS  OFRCE  SPACE  across 
from  Penrose  Hospital.  622  square  feet,  shared  space  with  OB/GYN. 
For  details  contact:  Herbert  E,  Thomson,  MD,  2131  North  Tejon 
Street,  Colorado  Springs,  Colorado  80907,  or  call:  (303)  473- 
0553.  379-15-TFB 


FOR  LEASE:  Medical  office  space  in  Lakewood.  Colorado  build- 
ing. Suite  for  one  doctor  and  some  equipment  available.  Immediate 
referrals.  Call:  (303)  238-4811.  579-12-TFB 


PROPERTIES  FOR  LEASE:  Pueblo,  Colorado  - Ultra  modem 
medical  space  available.  Parkview  Medical  Arts  Building,  17th  and 
Greenwood.  Will  remodel  to  suit  each  individual’s  needs.  Building 
has  X-ray  laboratory  and  Pharmacy  plus  all  other  services  nearby  for 
your  convenience.  Contact  Dan  Molello,  CPM  — Jones-Healy, 
Inc.,  1 19  West  6th  Street,  Pueblo,  Colorado  81003  or  phone  (303) 
54.5-8181.  179-5-6B 


MEDICAL  OFFICE  BUILDING  IN  FORT  COLLINS  FOR  LEASE 
OR  SALE.  1 700  square  foot  upstairs  and  1700  in  garden  level.  Could 
be  managed  as  two  separate  office  complexes.  Near  hospital.  Avail- 
able November  1,  1979.  Contact:  Drs.  Wells  or  Smith,  1217  East 
Elizabeth  Street.  Fort  Collins,  Colorado  80524,  or  call:  (303)  484- 
1757.  579-20-2B 


FOR  LEASE:  NEW  PROFESSIONAL  OFFICES  in  ideal  Wheat 
Ridge  location,  in  West  Denver  Metropolitan  Area.  Up  to  2,500 
square  feet.  We  will  customize  space  to  your  exact  requirements. 
Ready  by  July  I.  Call  Bill  Schwartz  at  Heritage  West  Realty,  (303) 
988-4510  (Office)  or  (303)  642-7558  (Residence).  779-2-lB 


OFFICE  SPACE  AVAILABLE  for  a young  physician  in  an  estab- 
lished medical  building.  Space  includes  a generous  size  consultation 
room,  2 examination  rooms,  and  a business  area.  Full  access  to  a 
large  waiting  room,  and  reception  area  and  x-ray  and  laboratory 
facilities.  Location:  3300  East  17th  Avenue,  Denver,  Colorado 
80206.  Call:  (303)  388-9203.  779-12-lB 


Rocky  Mountain  Professional  Consultants,  Inc. 


The  Quality  Name  in  Management  Counseling  to  the  Professions 

Impartial  consultation  in  all  phases  of: 

1.  Practice  A(jministration' 

2.  Personal  Financial  Planning 

3.  Professional  Corporations 

When  You  Need  Professional  Counseling — 
call  upon  the  most  experienced  consultants  in  this  region. 

ROCKY  MOUNTAIN  PROFESSIONAL  CONSULTANTS,  INC. 

Roger  L.  Rusley,  CPBC  Gary  W.  Thompson,  CPBC 

Donald  L.  Ankerholz,  CPBC  ^ „ Roger  J,  Newton,  CPBC 

10403  West  Colfax  Avenue 

Denver,  Colorado  80215 
(303)  233-4131 
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MISCELLANEOUS 

LEGAL  SERVICES  FOR  DOCTORS.  Anthony  Stumiolo  and 
Richard  Yolles,  Attorneys  at  Law.  Formation  of  Professional  Cor- 
porations. Collection  Services.  Reasonable  rates.  Park  Avenue  Law 
Building,  936  East  18th  Avenue,  Denver,  Colorado  80218.  Call: 
(303)  861-7717.  379-1 1-3B 

FOR  SALE:  500MA,  CGR  X-ray,  Image  Intensifier  w/TV  Monitor 
and  Camera,  cost  $180,000(i.e.,  new).  Only  six  years  old,  $28,000 
installed  and  guaranteed.  Plaza  Medical,  Inc.,  Denver.  Call:  (303) 
771-6210.  379-18-3B 


FOR  SALE:  Matching  Examining  Room  Set,  including  ( 1)  Exami- 
nation table  with  stirrups,  (2)  Instrument  side  cabinet,  (3)  Stool,  (4) 
Adjustable  light,  and  (5)  Waste  can.  Call  for  details:  (303)  333- 
5477.  579-17-lB 


FOR  SALE:  "Ritter  Explorer"  x-ray  unit;  8 years  old.  S.S.  White 
All-Pro  automatic  processor;  3 years  old.  Both  in  excellent  condi- 
tion. For  .sale  at  $2,000.  total.  Call:  (303)  744-1961.  779-5- IB 


MEDICAL  TYPING  DESIRED.  Expert  typist  with  background  in 
hospital  medical  records  transcription  and  doctor’s  office  medical 
typing  desires  typing  to  do  at  home.  Have  own  IBM  Selectric  IT 
Prefer  work  from  South  Suburban  area  of  Denver,  Can  pick  up  and 
deliver  work.  Call:  (303)  773-0775.  579-8-2B 


FOR  SALE:  Medical  instruments,  practically  new.  Treadmill,  car- 
diogram, defibrilator.  13.5  liter  respirometer,  examining  table,  etc. 
George  Meszaros.  3201  East  Second  Avenue,  Denver,  Colorado, 
80206.  Call:  (303)  322-4212.  579-1 1-2B 


FOR  SALE:  Newer  solid  state  Birtcher  EKG,  $850;  Burdick  EK3 
EKG,  $650;  Cambridge  VS3  EKG,  $695;  Birtcher  cardiac  monitor. 
$850;  Birtcher  monitor  w/rate  meter,  $1100;  Dallons  DC  Defib, 
$250;  Small  Pelton  autoclave,  $250;  Bennett  IPPB,  $550;  Wheel- 
chair, $130.  All  EKG’s  come  complete  with  accessories  and 
guarantee.  We  also  service  and  buy  medical  equipment  and  used 
,X-ray  film,  and  carry  a complete  line  of  EKG  supplies.  Aquarian 
Medical,  87 1 1 Norwich  Street,  Westminster,  Colorado  80030.  Call: 
(303)  427-2867.  779-19-lB 


MEDICINE  OR  BUSINESS  ? 


If  you  feel  you’re  practicing  business 
instead  of  medicine,  why  not  consider  an 
alternative?  Medicine  can  still  be  a great 
way  of  life  . . . with  reasonable  hours, 
opportunities  for  specialization, 
and  emphasis  on  patient  care  instead 
of  paperwork. 

Air  Force  medicine  may  be  an  exciting 
alternative  for  you.  We  would  like  to  tell 
you  more  . . . about  our  opportunities  for 
specialization,  our  excellent  compensation 
package,  and  30  days  of  paid  vacation 
each  year.  Call  now. 


A great  way  of  life. 


SALT  LAKE  CITY 
DENVER 


(801)  524-4008 

(303)  837-4525 
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MEDICAL  SUITES 


Locate  your  office  in  the 
professionally  planned,  well- 
designed  Arvada  Medical 
Center.  Situated  in  the  heart  of 
rapidly  growing  Arvada  on 
heavily  travelled  Ralston  Road, 
the  building  offers  excellent 
visibility  and  easy  access  with 
ample  off-street  parking  and 
RTD  in  front.  Rich  wood 
panelling,  skylights,  custom 
design  furniture  and  art  works 
are  some  of  theamenities found 
in  the  common  waiting  area 


lounges.  And  best  of  all,  the 
attractive  rental  rate  of 
$7.75/sq.  ft.  gross  includes  all 
utilities,  services,  security 
system  and  parking.  Space 
can  be  divided  to  meet  your 
needs.  Call  Mr.  Bob  Leino 
at  292-3700  for 
more  informa- 
tion and  a 
personal 
showing  of 
this  attractive 
building. 


One  Park  Central  ■ 1515  Arapahoe  Street 
Denver,  Colorado  80202  ■ Phone;  (303)  292-3700 
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Almost  Human. 

Wild  animals  often  exhibit  behavior  which  is  almost  human. 
Brown  bears  are  a good  example.  They  travel  as  a family  unit  and 
the  mother  teaches  the  cubs  to  fend  for  themselves  against  the 
pitfalls  and  dangers  that  life  sometimes  brings. 

And  just  as  the  bear  protects  her  young,  maybe  you  should 
look  at  the  protection  you  have  provided  for  yourself  and  your 
family.  What  would  happen  if  you  became  disabled  and  your 
income  was  stopped? 

That's  why  the  Colorado  Medical  Society  endorses  Disability' 
Income  Protection  for  its  members.  Dis- 
ability Income  Protection  can  help  you  re- 
place that  "lost  income"  when  a covered 
sickness  or  accident  keeps  you  from  your 
practice.  And  your  plan  is  underwritten  by 
Mutual  of  Omaha,  the  people  who  bring  you 
Mutual  of  Omaha's  Wild  Kingdom. 

For  complete  information  about  Dis- 
ability Income  Protection,  mail  in  the 
coupon  or  call  the  Mutual  of  Omaha  repre- 
sentative nearest  you  for  personal,  courte- 
ous service. 


Tony  occhluto 

Suite  206 

902  North  Circle  Drive 
RO.  Box  9226 
Station  A 
Colorado  Springs,  Colorado  80952 
(505)471-1085 

Con  LItz 

Suite  500 

4800  Wadsworth  Plaza 
Wheat  Ridge,  Colorado  80055 
(505)425-2710 


Frank  zarlengo 

Suite  111,  Bldg.  5 
Plaza  6000 

6000  East  Evans  Avenue 
Denver,  Colorado  80222 
(505)  758-5600 

carl  Roderick 

Greeley  National  Plaza 
Suite  660 
827  Eighth  Street 
Greeley,  Colorado  80651 
(505)552-5296 


UNDERWRITTEN  8Y 

People  poll  can  cooot  on... 

Life  Insurance  Affiliate: 

Uniipd  ot  Omohii 

StUTUAl  Of  OMAHA  IMSURASCf  COMPANY 
HOME  OFFICE  OMAHA.  NEBRASKA 


Colorado  Medical  society  insurance  Program 

I am  interested  in  Mutual  of  Omaha's  personal  service  in  providing  me 
with  information  about  Disability  Income  Protection  available  to  me  as  a 
member  of  the  Colorado  Medical  Society. 

Name 

Address 

City 


^City State 


.ZIP 
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Enjoy  healthier  finances 

with  Kaman. 


Manual  bookkeeping  appears  in- 
expensive on  the  surface.  But  in  the 
long  run,  you  may  be  spending  more  than 
you  think, 

Kaman  wants  to  help  you  cut  out  those  hidden 
costs  with  KARMA,  our  computer-supported  medical 
administration  system. 

Specifically  designed  to  manage  clinic  operations, 
KARMA  monitors  your  accounts  receivable  and  allows 
you  to  operate  with  greater  financial  success.  It 
provides  management  reports  that  keep  you  up-to- 
date  on  revenues  and  expenses.  And,  it’s  a flexible 
system  that  can  be  tailored  to  your  special  needs. 

For  example,  you  can  set  up  your  personalized 
service  to  include: 

• All  insurance  billing  that  handles  Blue  Cross/Blue 
Shield,  Medicare,  Medicaid  and  Universal  claims 
separately  or  in  combination. 

• Super  bill  which  allows  the  patient  to  file  his  own  claim, 
freeing  your  staff  from  this  expensive  distraction. 


a(K 


• Flexible  report  formats  which 
meet  your  exact  specifications  for 
unpaid  bill  reporting,  special  payment  plans, 

12  month  histories  and  others. 

• Family  billing  to  reduce  mailing  and  handling  costs. 

• Patient  billing  with  an  insurance  claim  processing 
feature  that  simplifies  claim  preparation  for  multiple 
coverage  families. 

• Management  reporting  to  let  you  pinpoint  trends 
beforelhey  become  problems  and  take  corrective 
action  quickly. 

In  addition,  KARMA  can  provide  these  benefits 
without  changing  the  way  you  now  record  information 
and  without  adding  extra  clerical  staff.  So  your  clinic 
can  grow,  but  not  your  overhead. 

Find  out  more  about  KARMA  services  by  calling 
Wayne  Barnes,  (303)  599-1573,  gri^j^l^man 
Sciences  Corporation,  P C. 
of  the  Gods  Road,  Colorado'^myy&ICo^^ 


KAMAN  SCIENCES  CORPORATION 

A KAMAN  COMPANY 


25l97a„ 
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ointment 
may  be  used  to 
prevent  bacterial  contamina- 
tion in  burns,  skin  grafts,  incisions,  and 
other  clean  lesions.  For  abrasions,  minor  cuts 
and  wounds  accidentally  incurred,  its  use  may  prevent 
the  development  of  infection  and  permit  wound  healing. 


Each  gram 
contains:  Aerosporin® 
(Polymyxin  B Sulfate)  5,000 
units,  bacitracin  zinc  400  units,  neomy- 
cin sulfate  5 mg  (equivalent  to  3.5  mg  neomycin 
base),  special  white  petrolatum  qs;  in  tubes  of  1 oz 
and  1/2  oz  and  1/32  oz  (approx.)  foil  packets. 


CONTRAINDICATIONS:  This  product  is  contrain- 
dicated in  those  individuals  who  have  shown  hypersen- 
sitivity to  any  of  its  components.  Do  not  use  in  the  eyes 
or  in  the  external  ear  canal  if  the  eardrum  is  perforated. 


secondary 

infection  in  the  chronic 
dermatoses,  it  should  be  borne  in 
mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin. 
The  manifestation  of  sensitization  to  neomycin  is 
usually  a low  grade  reddening  with  swelling,  dry 
scaling  and  itching:  it  may  be  manifest  simply  as  failure 
to  heal.  During  long-term  use  of  neomycin-containing 
products,  periodic  examination  for  such  signs  is 
advisable  and  the  patient  should  be  told  to  discontinue 
the  product  if  they  are  observed.  These  symptoms 
regress  quickly  on  withdrawing  the  medication. 
Neomycin-containing  applications  should  be  avoided 
for  that  patient  thereafter. 


INDICATIONS:  Therapeutically,  (as  an  adjunct  to  sys- 
temic therapy  when  indicated),  for  topical  infections, 
primary  or  secondary,  due  to  susceptible  organisms,  as 
in:  infected  burns,  skin  grafts,  surgical  incisions,  otitis 
externa;  primary  pyodermas  (impetigo,  ecthyma, 
sycosis  vulgaris,  paronychia);  secondarily  infected 
dermatoses  (eczema,  herpes,  and  seborrheic  derma- 
titis); traumatic  lesions,  inflamed  or  suppurating  as  a 
result  of  bacterial  infection.  Prophylactically,  the 


WARNING:  Because  of  the  potential  hazard  of 
nephrotoxicity  and  ototoxicity  due  to  neomycin,  care 
should  be  exercised  when  using  this  product  in 
treating  extensive  burns,  trophic  ulceration  and  other 
extensive  conditions  where  absorption  of  neomycin 
is  possible.  In  burns  where  more  than  20  percent  of 
the  body  surface  is  affected,  especially  if  the  patient 
has  impaired  renal  function  or  is  receiving  other 
aminoglycoside  antibiotics  concurrently,  not  more 
than  one  application  a day  is  recommended. 


PRECAUTIONS:  As  with  other  antibacterial  prepara-' 
tions,  prolonged  use  may  result  in  overgrowth  of 
nonsusceptible  organisms,  including  fungi. 

Appropriate  measures  should  be  taken  if  this  occurs. 


ADVERSE  REACTIONS:  Neomycin  is  a not 
uncommon  cutaneous  sensitizer.  Articles  in  the 
current  literature  indicate  an  increase  in  the 
prevalence  of  persons  allergic  to  neomycin. 
Ototoxicity  and  nephrotoxicity  have  been  reported 
(see  Warning  section). 


When  using  neomycin-containing  products  to  control 


Complete  literature  available  on  request  from 
Professional  Services  Dept.  PML. 
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American  Medical  Association 
HEALTH  EFFECTS  OF  AIR  POLLUTION 
September  27-28, 1978 
Writer’s  Manor,  Denver,  Colorado 

Credit:  8 hours  CME 

Contact:  Brian  Stutheit,  Colorado  Medical  Society,  1601 
East  19th  Avenue,  Denver,  Colorado  80218 


Montrose  Fall  Clinics 

3TH  ANNUAL  MONTROSE  CLINICS 

September  28-29,  1979 

Montrose  Memorial  Hospital,  Montrose,  Colordo 

FACULTY:  George  Cahill,  MD,  Diabetes  and  Obesity;  H.W. 
Heine,  MD,  Alcohol  and  Reproduction;  Sidney  Smith,  MD, 
Angina;  Beverly  T.  Mead,  MD,  Adolescence;  George  W. 
Graham,  MD,  Hospital  Accreditation. 

Credit:  10  hours  CME,  AMA  Category  1 
Contact:  Kathy  Holman,  Montrose  Memorial  Hospital,  800 
South  3rd  Street,  Montrose,  Colorado  81401. 

University  of  Colorado  School  of  Medicine 
Continuing  Medical  Education 


FOURTH  ANNUAL  SYMPOSIUM  ON  VASCULAR 
SURGERY 

September  24-26, 1979 

The  Fairmont  Hotel,  Denver,  Colorado 

Credit:  Approved  for  AMA  Category  1 


FAMILY  PRACTICE  REVIEW 

October  15-20,  1979 

The  Fairmont  Hotel  Denver,  Colorado 

Credit:  30  hours  AMA  Category  1 and  AAFP 

itle* 

HIGH-RISK  INFANT  CARE 
October  22-26, 1979 

Denison  Auditorium  University  of  Colorado  Health  Sci- 
ences Center,  Denver,  Colorado 

Credit:  40  Hours  CME,  AMA  Category  1 
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Brief  Summary  of  Prescribing  Information 
DESCRIPTION  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  (WARNING:  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 

INDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAINDICATIONS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused.  Psychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  PERC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  in  ambulatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  with  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PRECAUTIONS  Head  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  injuiy,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison’s 
disease,  and  prostatic  hypertrophy  or  urethral  stricture. 
ADVERSE  REACTIONS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADMINISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET®-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTIONS  The  CNS  depressant  effects  of 
PERC0CET®-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DEA  Order  Form  Reooired. 

PERCOCET®  is  a U.S.  registered  trademark  of  Endo  Inc. 


€jido  Inc. 


Ffenati,  Puerto  Rico 00701 
Subsidiary  of  Endo  Laboratories,  Inc. 
Subsidiary  of  the  DuPont  Oompany 


EDO  644E  579 
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(WARNING;  May  be  habit  foryning) 
lophen  (APAP) 

mOLERATE  ASPIRIN 

o scored  tablet  permits  finer  titration 
o ^nvenfent,  economical  q6h  dosage 

Please  see  opposite  page  for  brief  summary  of 
prescribing  information. 


indicated  for  moderate  to  moderately 
severe  pain  ^ 

contains  well-tolerated  acetaminophen 

provides  the  effective  analgesia  of 
oxyccxione 
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ASPEN  WINTER  SKIN  SEMINAR 
February  10-15,  1980 

The  Given  Institute  of  Pathobiology,  Aspen,  Coiorado 

Credit:  17  Hours  Category  1 AMA 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 

Montana  Medicai  Association 
101ST  ANNUAL  MEETING 
October  11-13,  1979 

Outlaw  inn,  Kaiispell.  Montana 

The  Children's  Hospital 
SIDS:  A multifacted  Problem 
October  11, 1979 

Plaza  Cosmopolitan  Hotel,  Denver,  Colorado 

Credit:  6 Hours  Category  1 

CONTROVERSIES  IN  THE  PRACTICE  OF  PEDIATRICS: 
Session  II 

November  1,  1979 

The  Children’s  Hospital,  1056  East  19th  Avenue,  Denver, 
Colorado 

Credit:  6 Hours  Category  1 

* * * 

8TH  ANNUAL  PAUL  R.  HACKETT  PEDIATRiC  ANES- 
THESIOLOGY AND  MERRY  SIMMONS  CRITICAL  CARE 
SYMPOSIUM 

November  16,  1979 

Plaza  Cosmopolitan  Hotel,  Denver,  Colorado 

Credit:  6 Hours  Category  1 

* * * 

ADVANCED  ARTHROSCOPY  SEMINAR 

November  19-20,  1979 

Sheraton  Inn-Airport.  Denver,  Colorado 

Contact:  Mary  Webster,  The  Children's  Hospital.  1056  East 
19th  Avenue,  Denver,  Colorado  80218 


American  College  of  Physicians 

THE  CLINICAL  SPECTRUM  OF  ADULT  HEART  DISEASE 
October  11-13, 1979 


Albuquerque,  New  Mexico 

Credit:  143/4  Hours  Category  1 

Contact:  Registrar,  Postgraduate  Courses,  ACP,  4200  Pine 
Street,  Philadelphia,  Pennsylvania  19104 


NEW  MEXICO  REGIONAL  MEETING 

December  7-8,  1979 

Savage  Auditorium,  Presbyterian  Hospital,  Albuquerque, 
New  Mexico 

Contact:  Ulton  G.  Hodin,  Jr.,  FACP,  Suite  372,  Winrock 
Medical  Plaza  NE,  Albuquerque,  New  Mexico  87110 


COLORADO  REGIONAL  MEETING 

January  24-26,  1980 

The  Broadmoor,  Colorado  Springs.  Colorado 

Contact:  Edward  S.  Miller,  FACP,  4567  East  9th  Avenue, 
Denver,  Colorado  80220 


The  West  Coast  Society  of  Allergy  and  Immunology 

18TH  ANNUAL  SCIENTIFIC  SESSION 

October  11-13,  1979 

MGM  Grand  Hotel,  Las  Vegas,  Nevada 

Credit:  1 5 credit  hours  Category  1 AMA 
Contact:  Daniel  H.  Goodman,  MD,  5210  SW  Corbett  Av- 
enue, Portland,  Oregon  97201 


New  Mexico  Medical  Society-Presbyterian  Hospital 
Center,  and  New  Mexico  Chapter,  American  Cancer  Soci- 
ety 

TERMINAL  CARE  IN  THE  PRACTICE  OF  MEDICINE 
October  12-13,  1979 

Albuquerque,  Convention  Center,  Albuquerque,  New 
Mexico 

Credit:  10  Hours  AMA  Category  1;  10  Hours  New  Mexico 
Category  4. 

Contact:  New  Mexico  Medical  Society,  2650  Yale,  SE,  No. 
105,  Albuquerque,  New  Mexico  87106 


Albuquerque  Cardiovascular  Associates,  Ltd. 

ELECTROCARDIOGRAPHIC  INTERPRETATION  FOR  THE 

CLINICIAN 

October  18-20,  1979 

Contact:  Electrocardiographic  Interpretation,  201  Cedar 
Street,  Suite  604,  Albuquerque,  New  Mexico  87106 
Credit:  23  hours 
Fee:  $125 
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American  Medical  Association-Southern  Medical  Associ- 
ation 

ANNUAL  ASSEMBLY 
November  4-7,  1979 
Las  Vegas,  Nevada 

Contact:  Southern  Medical  Association,  2601  Highland  Av- 
enue, Birmingham,  Alabama  35205 


Denver  Department  of  Health  and  Hospitals 

THE  4TH  DENVER  POSTGRADUATE  INSTITUTE  IN 
EMERGENCY  MEDICINE 

November  5-10,  1979 

Denver  General  Hospital,  Denver,  Colorado 

Contact:  Peter  D.  Bryson,  MD,  Denver  General  Hospital, 
WestSth  Avenue  at  Cherokee  Street,  Denver,  Colorado  80204 


Medical  Society  of  the  United  States  and  Mexico 

27TH  ANNUAL  MEETING  OF  THE  MEDICAL  SOCIETY  OF 
THE  UNITED  STATES  AND  MEXICO 

November  14-17,  1979 

Doubletree  Inn,  Tucson,  Arizona 

Contact:  Mrs.  Carolyn  Parsons,  3161  N.  Pantano  Road, 
Tucson,  Arizona  87515 


The  New  Mexico  Committee  on  Trauma  of  the  American 
College  of  Surgeons 

TRAUMA  UPDATE  ’79 

November  30-December  1,  1979 

Hilton  Inn,  Albuquerque,  New  Mexico 

Credit:  12  hours  AMA  Category  1,  ACEP  Category  1,  and 
AAFP. 

Contact:  Office  of  Continuing  Medical  Education,  University 
of  New  Mexico  School  of  Medicine,  North  Campus,  Building 
M-2,  Albuquerque,  New  Mexico  87131. 


Lovelace  Medical  Center 

MARGARET  E.  PRINCE  MEMORIAL  LECTURESHIP 


BETH  ISRAEL 

CONFERENCE  PROGRAM 

1980  WINTER  SCHEDULE 

THIRD  ANNUAL  VAIL  UROLOGY 
CONFERENCE 

February  9-1 6,  1980,  Kiandra-Taiisman  Lodge,  Vail, 
Colorado 

SECOND  ANNUAL  VAIL  EMERGENCY 
MEDICINE/CRITICAL  CARE  CONFERENCE 

February  9-16,  1980,  Lion  Square  Lodge,  Vail, 
Colorado 

SIXTH  ANNUAL  VAIL  OB/GYN 
CONFERENCE 

February  16-23,  1980,  The  Mark,  Vail,  Colorado 

FIFTH  ANNUAL  VAIL  PSYCHIATRY 
CONFERENCE 

February  16-23,  1980,  Lion  Square  Lodge,  Vail, 
Colorado 

FIRST  ANNUAL  VAIL  PATHOLOGY 
CONFERENCE 

February  16-23,  1980,  Kiandra-Taiisman  Lodge,  Vail, 
Colorado 

TENTH  ANNUAL  ASPEN  RADIOLOGY 
CONFERENCE 

Feb.  23-March  1 , 1 980,  Aspen  Institute  for  Humanistic 
Studies,  Aspen,  Colorado 

FIFTH  ANNUAL  VAIL  FAMILY  PRACTICE 
CONFERENCE 

February  23-March  1,  1980,  The  Mark,  Vail,  Colorado 

THIRD  ANNUAL  BETH  ISRAEL  VAIL 
CANCER  CONFERENCE 

March  1-8,  1980,  Kiandra-Taiisman  Lodge,  Vail, 
Colorado 

SECOND  ANNUAL  VAIL  SPORTS 
MEDICINE  CONFERENCE 

March  1-8,  1980,  Lion  Square  Lodge,  Vail,  Colorado 

FIFTH  ANNUAL  VAIL  GENERAL  SURGERY 
CONFERENCE 

March  8-15,  1980,  The  Mark,  Vail,  Colorado 

SECOND  ANNUAL  VAIL  GERIATRIC 
MEDICAL  CONFERENCE 

March  8-15,  1980,  Kiandra-Taiisman  Lodge,  Vail, 
Colorado 

FIRST  ANNUAL  VAIL  GENERAL  DENTISTRY 
CONFERENCE 

March  8-1  5,  1980,  Lion  Square  Lodge,  Vail,  Colorado 
FIFTH  ANNUAL  VAIL  INTERNAL  MEDICINE 
CONFERENCE 

March  15-22,  1980,  The  Mark,  Vail,  Colorado 

SECOND  ANNUAL  VAIL  PEDIATRICS 
CONFERENCE 

March  1 5^22,  1 980,  Lion  Square  Lodge,  Vail,  Colorado 

FIRST  ANNUAL  VAIL  CLINICAL  BRAIN 
CONFERENCE 

March  1 5-22,  1 980,  The  Lodge  at  Vail,  Vail,  Colorado 

22  HOURS  AMA  CATEGORY  1 CREDIT  FOR  EACH 
CONFERENCE  AAFP  PRESCRIBED  CREDIT  EXPECTED 


Evolving  Concepts  in  the  Management  of  Breast  Carci- 
noma 


For  information  regarding  registration  and 
housing,  contact: 


December  1, 1979 

Sheraton  Old  Town,  Albuquerque,  New  Mexico 

Credit:  Category  1 AMA 

Contact:  Office  of  Medical  Education,  Lovelace  Medical 
Center.  5400  Gibson  Blvd.,  SE,  Albuquerque,  New  Mexico 


Beth  Israel  Conference 
P.O.  Box  11366 
Denver,  CO  80211 
(303)  629-5333  or 

(800)  525-5810  (toll-free  outside  Colorado) 
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THE  BROADMOOR 
WAY 
OF 
LIFE 
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The  Droodmoor  is  "The 
World's  Number  One  Be-  ^ 

sorr  Address,"  its  5,000  ocres  nestled  along 
the  front  ronge  of  the  majestic  Rocky 
Mountains. 


Deoutifully  appointed  occommodotions 
ore  Qvoiloble  in  three  major  hotel  buildings: 
theoriginol  Droodmoorof  1918,  Droodmoor 
South  ond  Droodmoor  West.  Dining  ond  bev- 
etoge  speciolties  ore  served  in  twelve  de- 
lightfully different  atmospheres,  from  so- 
phisticated Chorles  Court,  the  elegont 
Penrose  Room  otop  Droodmoor  South  ond 
the  rustic  Tavern,  to  the  Oriental  richness  of 
the  Loke  Terroce  Lounge,  the  rollicking 
Golden  Dee  English  pub,  ond  the  Alpine 
warmth  ot  Winter  House  during  the  ski  seo- 
son.  The  Droodmoor  woy  of  life  olso  meons 
entertoinment  from  doncing  ond  listening 
enjoyment  in  Spec's  Spot  to  honddopping 
sing-olong  ot  The  Golden  Dee. 

Every  conceivoble  recreotionol  focility 
Qwoits  guests,  including  golf  on  three  chom- 
pionship  18-hole  courses,  swimming  in 
three  heated  outdoot  pools,  tennis  on  16 
courts  — two  under  cover  in  winter,  snow 
skiing,  indoor  ice  skating,  skeet  ond  trop 
shooting  plus  sightseeing  ventures  in  the 
wonderful  world  of  the  Pikes  Peak  Region! 

For  informotion  ond  reservations:  (303) 
634-771  1. 


^'"Bro^dmoor 

Colorodo  Springs,  Colorodo  80901 


American  College  of  Cardiology 

11TH  ANNUAL  CARDIOVASCULAR  CONFERENCE  AT 
SNOWMASS 

January  14-18,  1980 

Snowmass  Resort,  Snowmass,  Colorado 

Contact:  American  College  of  Cardiology,  9111  Old 
Georgetown  Road,  Bethesda,  Maryland  20014 


Rocky  Mountain  Academy  of  Occupational  Medicine,  Inc. 

THE  ENVIRONMENT  AND  HEALTH  - 15TH  INSTITUTE  OF 
OCCUPATIONAL  MEDICINE 

January  16-18,  1980 

The  Broadmoor,  Colorado  Springs,  Colorado 

Contact:  Roland  J.  Zarlengo,  MD,  111  Havana  Street,  Au- 
rora, Colorado  88010 


Symposia  de  Santa  Fe 

CONTEMPORARY  MANAGEMENT  OF  STROKE  AND 
CORONARY  DISEASE 

February  27-March  1,  1980 

Lodges  in  Taos,  New  Mexico 

Contact:  W.J.  Levy,  MD,  Symposia  de  Santa  Fe,  P.  O.  Box 
5715,  Santa  Fe,  New  Mexico  87502 


PHYSICIAN  LIBERATION 

Have  you  found  full-time  practice  all  consuming  with 
little  time  for  yourself  and  family?  Liberate  yourself. 
Enjoy  Rural  America  and  the  practice  of  medicine  by 
joining  our  locum  tenens  staff.  Individually  tailored, 
these  positions  give  you  the  time  to  enjoy  life.  The 
demand  for  this  service  is  so  great  that  we  are  ex- 
panding our  staff  of  qualified  family  practitioners.  Pro- 
vide care  where  it  is  needed  and  appreciated  and  we'll 
make  sure  you  don't  have  to  retire  or  drop  out  to  enjoy 
life  to  its  fullest. 

For  further  information  call  or  write  to: 

Charles  M.  Gluck,  M.D. 

Office  of  the  Medical  Director 
2414  West  7800  South,  Suite  209 
West  Jordan,  Utah  84084 
1-(800)  453-6403 
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HOW  DO  YOU  CHOOSE 
A DOCTOR-OWNED 
MEDICAL  MALPRACTICE 
INSURANCE  COMPANY? 


YOUR  QUESTIONS: 

1.  Does  the  Company  offer  what  I need  in  Coverage  and  Policy 
Benefits? 

2.  Is  the  Company  financially  sound? 

3.  Does  the  Company  offer  a consistent  management  philosophy 
geared  to  not  making  the  mistakes  of  the  past? 

OUR  ANSWERS: 

1.  We  offer  coverage  limits  of: 

$500,000/$1,500,000 

and 

$1  Million/$3  Million 

2.  We  have  the  largest  financial  surplus  of  any  Doctor-Owned  Medical 
Malpractice  Insurance  Company  in  the  Western  United  States. 

3.  Our  consistency  is  reflected  in  the  fact  that  we  are  the  only 
Doctor-Owned  Company  in  California  to  prospectively  set  rates  and 
retrospectively  return  dividends  based  on  a gain  from  operation. 


Your  best  choice  for  Medical  Malpractice  Insurance  is  The  Doctors’ 
Company.  One  out  of  every  five  doctors  in  private  practice 
throughout  California  is  insured  by  us. 


THE  DOCTORS’  COMPANY 


AN  INTERINSURANCE  EXCHANGE 


WYOMING  RESIDENT  AGENT 
Edward  P.  McCarthy 
1 32  North  Kimball  St. 
Casper.  Wyoming  82601 
(307)  235-6696 


The  Doctors'  Company  is  authorized  to  offer  and  sell  medical  malpractice  insurance 
and  to  accept  surplus  deposits  in  connection  with  medical  malpractice  insurance 
in  the  states  of  California  and  Wyoming  In  addition.  The  Doctors’  Company  is  an 
authorized  Surplus  Lines  earner  in  the  state  of  Nevada.  No  offer  to  sell  or  solicita- 
tion of  an  offer  to  buy  insurance  is  made  in  any  state  in  which  The  Doctors  Company 
IS  not  an  authorized  carrier.  No  offer  to  sell  or  solicitation  of  an  offer  to  buy  securities 
IS  made  hereby  in  any  state. 
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Meeting  this  airea’s 
needs  for  building 
materials  was  a 
big  idea.  For  over 
50  years,  Colorado  National  Bank 
has  been  helping  make  it  happen. 


"Colorado  National  has  been  helping  us  grow  since  1926. 
With  each  expansion  step  we’ve  taken,  they've  been  right 
there  to  provide  us  the  working  capital  we  needed  for  inven- 
tory and  operating  expenses.” 

Clark  R.  Gittings,  President, 

Gittings  Lumber  Co. 


Gittings  has  grown  from  a small  wholesaling  operation  into  the  biggest 
independent  wholesale  lumber  distributor  in  Colorado  — also  serving 
Wyoming,  western  Nebraska  and  Kansas.  Providing  a unique  "fill-in” 
service  for  their  lumberyard  customers  has  helped  them  grow  with  the 
region  against  large-corporation  competition. 


"It's  a pleasure  to  service  an  established  client  like  Gittings. 
Helping  them  take  advantage  of  changing  market  condi- 
tions and  growth  opportunities  is  just  as  rewarding  as 
helping  with  all  the  groundwork  and  start-up  financing  to 
get  a brand-new  company  off  the  ground.” 

Rod  Shattuck,  Commercial  Lending  Department, 
Colorado  National  Bank. 


If  you  have  an  idea  for  your  business  that  requires  financial  assistance 
in  any  area,  from  overseas  expansion  to  improved  employee  benefit 
plans,  bring  it  to  us.  You’ll  find  that  our  Commercial  Lending  Depart- 
ment can  draw  from  all  the  resources  in  our  bank  to 
help  make  your  idea  a reality. 

Give  us  a call  at  (303)  893-1862  or  write:  Colorado 
National  Bank,  P.  O.  Box  5168,  Denver,  CO  80217. 

We  nuike  big  ideeis  happen. 

Member  FDIC 


He  made  things  grow.  Perhaps  it  was  his 
origin  in  the  agrarian  culture  of  Nebraska,  or 
perhaps  it  was  his  basic  sensitivity  to  the  ways 
of  nature.  Don  Derry  has  always  been  able  to 
make  things  grow.  Anyone  can  plant  and  reap 

when  the  climate  is 
good  and  the  soil  is  fer- 
tile, but  the  true  master 
proves  himself  under 
adverse  conditions. 

When  Don  first  came  to  the  Colorado  Medical 
Society  it  was  1959,  and  the  living  was  easy. 
The  world’s  excitement  was  Sputnik,  the  Com- 
mon Market,  and  Fidel  Castro.  The  Colorado 
Medical  Society,  all  of  its  1703  members,  was 
basically  living  within  itself.  One’s  responsibil- 
ity was  only  to  the  membership  and  the  practice 
of  medicine.  But  ensuing  years  have  been 
monumental  in  their  proliferating  complexity. 
We’ve  seen  Medicare,  Medicaid,  malpractice, 
PSRO,  HEW,  HSA,  FTC,  Consumerism,  infla- 
tion, wage  and  price  controls,  joint  budget  com- 
mittees, and  on  and  on. 

Through  all  of  this,  Don  Derry  made  us  grow. 
The  Colorado  Medical  Society  now  numbers 
3950;  it  is  strong,  it  is  active,  it  is  aggressive. 
The  Colorado  Medical  Society  has  taken  the 
leadership  role  in  malpractice  management,  in 
health  legislation  activities,  in  bureaucratic 
confrontations,  and  in  membership  needs.  The 
climate  wasn’t  always  good,  and  the  soil  was 
frequently  sour,  but  somehow  Don  Derry  made 
us  grow. 

He  did  more  than  just  nurture  the  medical 
society.  When  Colorado  physicians  saw  a need 
for  more  quality  assurance  and  peer  review, 
Don  designed  the  Colorado  Foundation  for  Med- 
ical Care.  This  was  far-sighted;  later  the  PSRO 
law,  when  introduced,  was  ripe  for  the  infusion 
of  Colorado  ideas. 


He  Made  Things 
Grow 


Our  country  has  profited  from  Don  Derry’s 
conception  of  physicians’  directing  quality  as- 
surance and  review.  His  belief  that  doctors 
should  decide  medical  issues  still  has  policy  im- 
pact at  National  foundation  levels. 

Don  has  cultivated  well.  We  in  Colorado  are 
sorry  to  see  him  leave.  But  our  fields  are  full, 
our  plants  are  strong,  and  maybe,  now  that  har- 
vest time  is  close,  we’ll  reap  the  blessings  that 
he  has  spent  a career  growing  for  us. 

Robert  B.  Sawyer,  MD 
President,  Colorado  Medical  Society 


garland  of  encomiums  for  retiring  CMS 
Executive  Director  and  Rocky  Mountain  Medi- 
cal Journal  Managing  Editor  Donald  G.  Derry 
has  been  assembled  as  a tribute  to  his  long- 
lasting  constructive  presence. 

From  longer  articles 


A Garland  For 
Derry 


in  Colorado  Medicine, 
they  are: 

From  Clyde  Stan- 
field, MD,  Scientific 
Editor  of  this  Journal:  "Don’s  dedication,  pre- 
scienc'e,  and  low-keyed  suasion  over  the  years 
have  served  us  well,  even  though  he  would 
admit  that  unsolved  and  knotty  future  prob- 
lems remain. 

"Don’s  tenure  of  service  has  provided  sus- 
tained continuity  and  goal-direction  for  the  So- 
ciety amid  the  abnormal  wider  maelstrom  of 
political  and  scientific  revaluations  which  have 
engulfed  us  during  the  last  two  decades.” 

From:  Kenneth  A.  Platt,  MD,  Medical  Direc- 
tor, Colorado  Foundation  for  Medical  Care,  "In 
his  capacity  as  Executive  Vice  President  (of  the 
Colorado  Foundation  for  Medical  Care),  Mr. 
Derry  has  not  only  enjoyed  a parochial  but  a 
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national  reputation  for  his  honesty,  knowledge, 
and  industry.  That  reputation  has  aided  the 
Colorado  Foundation  for  Medical  Care  in  many 
ways  not  always  obvious  to  the  casual  observer. 
In  the  governmental  arena  he  has  shown  great 
political  skill  and  a quiet  tactful  approach  for 
furthering  the  Foundation’s  programs  that 
have  been  an  inspiration  to  those  of  us 
privileged  to  work  with  him.” 

And  from  Harvey  T.  Sethman  an  expression 
of  high  regard:  "I  am  proud  of  him  in  what  you 
might  call  an  almost  fatherly  pride.” 

Allen  Young 
Assistant  Editor 


JT  ate  has  chosen  the  four  states  embraced  by 
this  journal  as  America’s  crash  answer  to 
OPEC.  Geologic  accident  and  the  wisdom  of 
Georgia  natives  now  resident  on  the  Potomac 
have  destined  us  to  bask  in  the  forced  draft  of 

uranium,  coal,  and  oil 
The  Energy  shale. 

Rush  to  Come  . There  is  the  disquiet- 

ing  likelihood  that 
Washington’s  percep- 
tion of  the  West  will  be  extrapolated  from,  say, 
neighboring  West  (sic!)  Virginia,  with  little 
comprehension  of  our  finite  limits  of  water,  roud 
accessibility,  and  ecologic  tolerance  of  violence 
done  to  the  land.  No  less  cataclysmic  may  be  the 
impact  of  new  populations  upon  unprepared  and 
sparsely  settled  Rocky  Mountain  sites.  Lead- 
ville,  Colorado’s  population  of  1500  in  May  1879 
exploded  to  18,000  by  the  end  of  that  year  — ig- 
nited then  by  silver  — until  the  collapse  of  that 
metal’s  market  by  1893. 

Rural  medical  resources  and  neo-metropoli- 
tan facilities  will  be  sorely  tested  in  health  care 
delivery  as  new  industrial  communities  outpace 
advance  planning  and  clearance  by  such  pon- 
derous regulatory  agencies  as  Health  Services. 
May  the  efforts  of  Western  governors  to  educate 
Washington  about  the  West  succeed  in  eliciting 
support  resources  for  those  communities  likely 
to  be  inundated  by  crash  energy  exploration 
programs  — and  may  those  resources  include 
timely  provision  by  the  promoters  (govern- 
mental and  commercial)  for  adequate  health 
care  personnel  and  facilities. 


^^arely  does  controversy  erupt  from  the  se- 
date scientific  pages  of  a state  medical  journal. 
But  in  this  issue  a Denver  surgeon  reports  his 
cumulative  experience  to  date  with  surgical 
intervention  in  morbid  obesity  via  the  gas- 
tric (stapling)  exclu- 
sion shunt  procedure. 
Self-Discipline  Clearly  distinct  from 

By  Surgery?  the  earlier  intestinal 

by-pass  surgery  (that 
one  discredited  by  morbidity  and  late  nutri- 
tional and  electrolyte  dyscrasias),  his  short- 
term results  appear  promising:  prompt  and 
then  plateauing  weight  reduction  of  desper- 
ately handicapped  patients,  surprising  relief 
from  subjective  hunger,  and  little  late  post- 
operative morbidity  to  date. 

The  potential  for  controversy  arises  from  sev- 
eral predictable  fronts: 

• The  appeal  of  a mechanical  solution  amid 
our  affluent  society  for  those  members  despair- 
ing of  behavioral  self-discipline; 

• The  PR  potential  for  marketing  and  fiscal 
utilization  of  hospital  and  surgical  facilities, 
even  if  the  surgeon’s  role  is  discreetly  held 
anonymous; 

• Pejorative  analogies  by  lay  activists  point- 
ing with  alarm  to  medicine’s  role  in  being  will- 
ing to  rescue  casualties  from  other  behavioral 
excesses;  e.g.,  unwanted  pregnancies  (con- 
traception or  abortion),  intractable  pain  or  ag- 
gressivity  (psychosurgery),  or  crash  interven- 
tion for  the  suicidally  depressed  (involuntary 
hospitalization  or  electroconvulsive  therapy). 
Vestigial  puritanic  condemnation  of  behavior- 
ally  induced  illness  is  still  around  in  anti-sci- 
ence activist  circles  who  claim  defense  of  "free- 
dom” as  they  forbid  medical  intervention  when 
abuse  and  risks  are  possible,  and  especially 
when  the  aberration  may  be  inferred  as  self- 
caused.  Consider,  for  example,  comumunity  at- 
titudes toward  detection  and  treatment  of  VD  in 
juveniles,  or  the  neighbors’  anger  toward  a 
troublesome  alcoholic.  Curiously,  however,  the 
southern  tobacco  lobby  has  successfully 
screened  from  censure  the  emphysema  pa- 
tient-to-be, while  public  agencies  seek  out 
Black  Lung  Disease  victims  for  help. 
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We  wish  the  surgeons  long-term  proof  of  suc- 
cessful outcomes  in  their  according  these  dis- 
tressed and  unhappy  patients  relief  from  mas- 
sive obesity.  No  clinician  of  compassion  buys 
the  stereotype  of  the  jovial,  corpulent  over-eater 
when  extremes  of  100  lbs.  or  more  are  exceeded. 
Whether  the  patient’s  improved  self-image  will 
sufficiently  compensate  for  his  enforced  inabil- 
ity to  over-eat  and  whether  or  how  his  uncon- 
scious oral  dependency  will  erupt  (less  harm- 
fully?) elsewhere  remain  to  be  tested  with  2- 
and  5-year  followups.  Ideally,  a new  dimension 
of  preventive  and  corrective  surgery  will  have 
been  demonstrated,  rivalling  vascular  surgery 
for  ischemia. 

I^isk-management  mandates  informed  con- 
sent by  our  patients  as  a major  bulwark  against 
medical  liability  jeopardy.  Quality  medical  care 
no  less  indispensably  presumes  that  a patient 
comprehends  both  his  illness  and  the  finite 

power  of  the  physician 
The  and  his  technology. 

Comprehending  The  popularity  of  cul- 

Patient  their  appeal 

to  the  consumer’s 
wishes  and  hopes,  placing  both  at  higher  prior- 
ity than  scientific  validity.  Cultists  are  con- 
spicuously "client-centered”  in  marketing 
pitches,  whereas  the  physician  is  typed  as  "dis- 
ease-centered” — scarcely  to  be  desired! 

Many  roadblocks  obstruct  effective  com- 
munication assuring  a truly  comprehending  pa- 
tient: There’s  the  "too-busy”  physician,  desper- 
ately trying  to  compensate  in  volume  for  gov- 
ernment-fixed obsolete  fee  schedules.  There’s 
our  historical  risk  of  error  in  foretelling  out- 
comes to  the  patient.  And,  of  course,  there’s  the 


problem  of  translating  jargon  and  professional 
concepts  into  meaningful  perceptions  by  the 
"consumer”. 

Admittedly,  our  capacity  as  physicians  to  re- 
solve public  misunderstanding  is  finite,  despite 
the  fantasies  of  bureaucrats  who  too  often  as- 
sume that  quality  medical  services  will  go 
on  — no  matter  what  strictures  are  selectively 
imposed  upon  practitioners  or  hospitals.  We  can 
only  hope  that  our  professionalism  will  stub- 
bornly demonstrate  the  quality  medical  care 
inherent  in  the  private  enterprise  system  — at 
least  until  it  is  submerged  in  coercive  regula- 
tions or  insolvency. 


E 


Iver  since  Ethel  Spencer  walked  into  the 
Colorado  Medical  Society  in  1967  to  start  a print 
shop  at  the  old  offices  over  on  18th  Avenue,  she 
has  proved  indispensable. 

Once  she  got  the  press  uncrated,  things  got 
done  - in  her  self- 

, demanding  fashion  that 

Best  Wishes, 

Ethel!  rials  to  a professional 

level.  Her  aim  was  to 
achieve  professionalism  in  everything  that  was 
done  in  the  Society  print  shop. 

Following  Pauline  Woodworth’s  retirement 
in  1975,  Ethel  took  over  the  Directory  of  Physi- 
cians, that  invaluable  tool  published  by  this 
Journal,  injecting  her  drive  to  sustain  its  value. 

Ethel  retired  from  the  Colorado  Medical  Soci- 
ety on  September  1,  and  is  enjoying  life  in 
Arizona.  The  entire  staff  of  the  Rocky  Mountain 
Medical  Journal  unanimously  wish  Ethel 
health  and  happiness. 


Allen  Young,  Assistant  Editor 


OUR  COVER 

Horses  and  skies  bigger  than  life  were  what  brought  the  West  alive  for  Frank  Tenney  Johnson.  Our  cover 
illustration  is  his  painting,  "Riders  of  the  Dawn,”  for  whose  use  we  thank  the  Anschutz  Collection. 

Until  he  reached  the  age  of  thirty,  Colorado  and  the  West  were  dreams  for  Johnson.  Then  commissions 
from  Field  and  Stream  and  the  Winchester  Manufacturing  Company  and  the  ardent  support  of  his  wife, 
Vinnie,  made  a trip  West  feasible. 

The  Westhad  always  dominated  Johnson’s  imagination,  and  guided  the  direction  of  his  painting.  Born  in 
Pottawatamie  County,  Iowa,  along  the  Overland  Trail,  he  grew  up  to  love  horses  and  the  spaciousness  of 
the  midwest,  but  there  was  always  the  longing  to  master  the  drawing  of  horses  and  painting  of  skies  in 
order  to  capture  the  real  West. 

First  he  studied  with  F.W.  Heine,  German-trained  artist,  an  authority  on  the  painting  of  horses,  and 
later  worked  with  Richard  Lorenz,  former  Texas  Ranger  and  member  of  the  Society  of  Western  Painters. 
Johnson  trekked  to  South  Dakota  several  times  to  paint  the  Indians  there,  and  had  started  doing  freelance 
work  for  Milwaukee  engravers  and  papers. 

A major  stimulus  to  his  painting  was  the  five  months  of  studies  at  the  Art  Students  League  under  J ohn 
Henry  Twachtman,  the  fine  landscape  painter  who  helped  refine  Johnson’s  art. 

It  was  May  3,  1904  when  Johnson  came  to  Denver,  and  he  went  off  to  the  Steamboat  Springs  area,  taking 
a stagecoach  to  nearby  Hayden,  making  frequent  use  of  his  vintage  Kodak  to  take  hundreds  of  photos  of 
cowboys,  Indians,  emigrant  trains,  stagecoaches,  branding  operations,  cook  wagons,  rocks,  and  mountains, 
mesas,  and  streams,  a full  record  of  the  Western  life  he  was  to  place  imaginatively  on  canvas. 

Allen  Young 
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Gastric  exclusion  in  the  surgical 
treatment  of  morbid  obesity 


Morbid  obesity  is  notoriously  resistant  to  effective 
treatment.  43  patients  underwent  a relatively  new 
operation,  95%  gastric  exclusion,  with  gratifying 
results. 


Medical  treatment  of  morbid  obesity  fails  in 
80  per  cent  of  patients.  Only  one  patient  in  five 
manages  to  keep  his  weight  off  for  any  period  of 
time  after  a weight  reduction  program.  Morbid 
obesity  presents  serious  problems  to  the  pa- 
tient, including  physical,  psychologic,  and 
health  problems.  Van  Itallie  states  that  the 
mortality  rate  for  morbid  obesity  is  11  times 
higher  than  it  is  for  persons  of  normal  weight.^ 
Because  of  the  failure  of  medical  treatment  for 
morbid  obesity,  surgical  operations  have  been 
used  for  20  years  in  an  effort  to  help  these  unfor- 
tunate individuals. 

This  paper  deals  with  the  results  obtained  in 
43  patients  using  a relatively  new  operation  for 
morbid  obesity,  a 95  per  cent  gastric  exclusion 
operation  as  described  by  Alden.^  All  patients 
were  operated  upon  and  followed  by  the  same 
surgeon. 

Historical  Background 

The  surgical  management  of  morbid  obesity 
has  undergone  several  changes  in  the  last 
★ 

Dr.  Eckhout  is  M Department  of  Surgery  , St.  Joseph  Hospital.  Denver.  Colorado.  Reprint 
requests  to  .3705  E Coltav  Avenue.  Denver.  Colorado  80206 
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twenty  years  since  Payne,  DeWind  and  Com- 
mons^ first  reported  the  use  of  various  intesti- 
nal shunts  to  induce  weight  loss.  Payne  de- 
veloped an  end-to-side  technic  anastomosing  14 
inches  of  jejunum  to  4 inches  of  terminal  ileum. 
Scott  et  al‘^  introduced  the  end-to-end  technic 
anastomosing  12  inches  of  jejunum  to  a short 
segment  of  terminal  ileum  of  varying  lengths. 
Mason  and  Ito  developed  the  gastric  exclusion 
operation  in  1967,  and  reported  on  130  cases  in 
1973.^  In  this  procedure  the  stomach  is  divided 
below  the  cardia  leaving  a small  fundic  pouch 
and  a gastrojejunostomy  is  formed.  Mason’s 
series  now  includes  over  750  patients  who  have 
had  gastric  exclusion.® 

Although  gastric  exclusion  was  introduced  in 
1967,  the  operation  never  gained  wide  popular- 
ity previously  because  of  technical  difficulties, 
since  the  entire  procedure  was  done  without  the 
aid  of  the  stapling  instruments,  and  required 
four  or  five  hours  to  perform.  In  1975,  Dr.  John 
Alden  modified  Mason’s  gastric  exclusion  pro- 
cedure, utilizing  stapling  instruments,  which 
decreased  the  operating  time  to  one  or  two 
hours. 2 

Because  of  the  many  problems  that  have  de- 
veloped in  patients  who  underwent  jejunoileal 
bypass'^}®,  most  surgeons  have  abandoned  intes- 
tinal bypass  in  favor  of  gastric  exclusion,  or  a 
variant  known  se  gastroplasty.  In  the  gastrop- 
lasty procedure  the  upper  stomach  is  stapled  off 
completely,  leaving  a 12  mm  channel  through 
which  food  may  pass  into  the  lower  stomach. 
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TABLE  1 

Weight  Loss  Table 


Patient 

Pre  Op 
Weight 

Present 

Weight 

Ti  me 

Post  Op 

1 . 

235 

145 

13  fno . 

2. 

264 

144-1/4 

16  mo. 

3. 

253 

186 

13  mo. 

A. 

237-1/2 

134 

12  mo . 

5. 

199 

144-1/2 

10  mo. 

6. 

241 

183 

10  mo . 

7. 

310 

220-1/2 

8-1/2  mo . 

8. 

255 

197-1/2 

9 mo . 

9. 

265 

228 

11  wk . 

10. 

236 

187-1/2 

8-1/2  mo. 

1 1 . 

259-1/2 

214-1/4 

8-1/2  mo. 

12. 

273-1/2 

212 

5 mo . 

13. 

240 

200 

5 mo. 

lA. 

199 

121-1/2 

8 mo . 

15. 

216 

149-1/2 

8 mo . 

16. 

265-  1/2 

218 

3-1/2  mo. 

17. 

226-1/2 

194-1/2 

2-1/2  mo. 

18. 

279 

225 

5-1/2  mo. 

19. 

251 

198 

3 mo. 

20. 

256 

210 

3-1/2  mo. 

21  . 

219 

186-1/2 

3 mo. 

22. 

243-1/2 

193 

3- 1 /2  mo . 

23. 

299 

226-1/2 

4-1/2  mo. 

24. 

223-1/2 

186 

9 wk. 

25. 

261 

209 

3 mo. 

26. 

329-1/4 

298-1/2 

7 wk. 

27. 

261-1/2 

205-1/2 

3 mo . 

28. 

242 

204 

2-1/2  mo . 

29. 

262-1/2 

229 

6 wk . 

30. 

195 

178-1/2 

3 wk. 

31. 

208 

191-1/2 

4 wk . 

32. 

225 

196 

2 mo . 

33. 

228 

202 

6 wk. 

34. 

207 

185-1/2 

3-1/2  wk. 

35. 

264 

249-1/2 

10  days 

36. 

269 

37. 

217 

38. 

300-1/2 

39. 

217-1/2 

40. 

183 

41  . 

255 

42. 

245-1/2 

43. 

300 

for  1979 


A small  fundic  pouch  is  created  by  the  staple 
line.  The  most  recent  studies  concerning  gas- 
troplasty indicate  that  it  is  mandatory,  if 
adequate  weight  loss  is  to  be  obtained  and 
maintained,  for  some  form  of  encircling  mate- 
rial to  be  placed  completely  around  the  12  mm 
channel  between  the  upper  small  stomach 
pouch  and  the  lower  stomach  to  prevent  the 
channel  from  enlarging  later. If  the  channel 
enlarges,  the  patient  will  begin  to  gain  weight 
or  else  will  lose  an  inadequate  amount  of 
weight.  Gomez^®  and  Mason®  are  each  using  2-0 
Prolene  suture  to  encircle  and  contain  the  12 
mm  channel. 

This  study  of  43  patients  deals  entirely  with 
gastric  exclusion  in  which  a gastro-jejimostomy 
is  performed  in  addition  to  stapling  across  the 
gastric  fundus  to  form  a small  50  cc  gastric 
pouch. 


Subjects  and  Methods 

Forty-three  consecutive  patients  have  under- 
gone 95  per  cent  gastric  exclusion  over  a period 
of  19  months.  All  but  four  of  the  patients  were 
100  pounds  or  more  over  ideal  weight  and  had 
been  morbidly  obese  for  several  years.  The  four 
patients  (two  weighing  199  pounds  each,  one 
weighing  195  pounds  and  one  weighing  183 
pounds)  who  were  less  than  100  pounds  over 
ideal  weight  had  disabling  orthopedic  problems 
and  had  been  advised  by  their  orthopedist  to 
lose  weight  as  part  of  their  treatment  regime. 
Because  of  the  expected  relief  of  orthopedic 
symptoms  which  usually  accompanies  weight 
loss,  as  noted  by  Printen  and  Mason^^,  these 
four  patients  were  also  considered  candidates 
for  gastric  exclusion.  All  of  the  patients  had 
demonstrated  failure  to  lose  weight  with  vari- 
ous kinds  of  weight  reducing  programs. 

All  patients  had  a complete  medical  workup 
including  physical  examination,  complete  G I 
series,  cholecystogram,  intravenous  pyelogram, 
chest  x-ray,  skull  x-ray,  electrocardiogram, 
blood  chemistries,  morning  and  evening  blood 
cortisol  levels,  thyroid  function  studies,  com- 
plete blood  count,  urinalysis,  bleeding  and  clot- 
ting studies,  and  psychiatric  evaluation. 

The  technic  used  for  each  operation  was  gas- 
tric exclusion  as  described  by  Mason®  and  mod- 
ified by  Alden.^  In  the  modification  by  Alden, 
stapling  instruments  facilitate  the  procedure. 
The  stomach  is  not  divided,  and  an  anterior 

221 


TABLE  2 

Complications  Following  Gastric  Exclusion 


^3  Cases 

Deaths  0 
Mild  Dump i ng  1 
Small  bowel  obst.  (Int.  hernia)  1 
Wound  Seroma  1 
Gastritis  1 
Pulmonary  Atelectasis  8 
Ernes i s (ea r 1 y ) 8 
I nc i s i ona 1 Hern i a 1 
Splenectomy  5 


gastrojejunostomy  is  made.  Gastric  exclusion 
approximating  95  per  cent  is  accomplished  by 
using  a TA  90  stapler  across  the  fundus  leaving 
a small  50cc.  fundic  pouch  (See  Figure  1 and 
Figure  2);  using  a GIA  stapler,  a small  1.2  cm. 
gastrojejunal  stoma  is  created  (See  Figure  1).  It 
is  important  that  the  pouch  be  no  larger  than  50 
cc.  and  that  the  stoma  is  only  1.2  cm.  if  perma- 
nent adequate  weight  loss  is  to  be  achieved. 

It  should  also  be  noted  that  4.8  mm.  staples  only 
are  to  be  used,  as  the  3.5  mm.  staples  will  puli 
out  of  the  tissues.  Patients  had  an  average 
weight  of  250  % pounds  and  an  average  height 
of  5 feet  5-14  inches.  Average  age  was  36  years. 
All  patients  received  1 gram  of  cefazolin  sodium 
intramuscularly  2 hours  prior  to  surgery  and 
every  8 hours  for  72  hours.  Heparin  sodium  was 
given  to  all  patients,  except  five  beginning  with 
4000  Units  subcutaneously  2 hours  prior  to 
surgery,  and  every  8 hours  thereafter  until  dis- 
charge from  the  hospital.  The  five  patients  who 
did  not  receive  heparin  had  a low  antithrombin 
III  level  and  were  treated  with  Coumadin 
preopera  tively. 

An  upper  abdominal  midline  incision  extend- 
ing from  the  xiphoid  to  the  umbilicus  was  made. 
All  wounds  were  closed  with  buried  monofila- 
ment O wire  sutures  through  peritoneum  and 
abdominal  wall.  The  subcutaneous  fat  was  irri- 
gated with  a one  half  per  cent  kanamycin  solu- 
tion in  normal  saline.  The  skin  was  closed  with 
skin  staples.  No  subcutaneous  sutures  were 
used.  Drains  were  not  used  unless  cholecystec- 
tomy was  also  performed.  All  patients  were  fol- 
lowed at  intervals  of  one  to  two  months.  The 
only  medication  considered  necessary  after  dis- 
charge from  the  hospital  was  a daily  multivita- 
min tablet.  Laboratory  studies  were  done  only 
as  indicated. 


Fig.  2,  Barium  swallow  after  95%  gastric  exclusion  demonstrates 
small  50  cc.  fundic  pouch.  The  esophagus  is  at  upper  left.  The  12 
mm.  stoma  is  seen  at  lower  right. 


Results 

In  this  study  of  43  patients,  the  average  post 
operative  stay  was  7.2  days.  The  average 
operating  time  was  93  minutes.  Concurrent 
cholecystectomy  was  performed  in  4 patients. 
Weight  loss  has  occurred  at  a satisfactory  rate 
except  in  patients  6,  10,  and  11  (Table  1).  The 
reasons  for  inadequate  weight  loss  will  be  dis- 
cussed under  the  heading  of  comments.  Patients 
29  through  43  have  been  operated  upon  so  re- 
cently that  weight  loss  figures  are  meaningless. 
However,  statistics  from  these  patients  are  in- 
cluded relating  to  operative  complications. 

All  patients  accept  that  large  food  consump- 
tion is  no  longer  possible,  and  this  is  considered 
a benefit.  Hunger  is  not  felt,  and  interest  in  food 
drops.  A small  meal  will  cause  a comfortable 
feeling  of  fullness  which  may  last  several  hours. 
Most  patients  state  that  they  do  have  an  appe- 
tite, and  that  eating  is  pleasureable,  but  that 
they  do  become  easily  satiated.  This  is  doubtless 
the  result  of  the  small  gastric  pouch  and  the 
small  gastrojejunal  stoma.  As  noted  by  Stun- 
kard^2,  these  patients  have  a more  favorable 
psychological  and  emotional  response  than  do 
patients  treated  by  medical  weight  reducing 
programs.  To  date,  no  patient  has  required  re- 
hospitalization with  the  exception  of  the  one 
with  intestinal  obstruction. 
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1 A-cm  Stoasa 


C 

Tacking  Sutures 


Fig.  3 - A,  Gastric  tube  is  placed  in  efferent  limb  of  jejunum  and 
stomach  transversely  closed  using  TA-90  with  4.8  mm  staples.  B. 
Efferent  limb  of  jejunum  is  sutured  to  anterior  wall  of  greater 
curvature  of  stomach  for  about  8 cm  to  prevent  twisting  of  jejunum. 


Complications 

In  this  group  of  p ati ents , there  was  one  wound 
seroma,  one  case  of  mild  dumping  syndrome 
which  produced  no  disability,  and  eight  cases  of 
pulmonary  atelectasis  (Table  2).  None  of  the 
cases  of  pulmonary  atelectasis  required  more 
than  good  pulmonary  toilet  for  treatment;  none 
required  prolongation  of  hospital  stay.  At  5 
weeks  post  operatively,  one  patient  developed 
an  uncomfortable  feeling  in  the  epigastrium, 
after  using  aspirin  and  an  antiarthritic  drug. 
Pain  was  relieved  by  milk  and  antacids.  At  gas- 
troscopy this  patient  was  found  to  have  two 
small  superficial  areas  of  gastritis  in  the  small 
fundic  pouch;  the  symptoms  were  relieved  by 
cimetidine  and  antacids  and  avoidance  of  aspi- 
rin. Twelve  months  after  gastric  exclusion,  and 
after  a weight  loss  of  110  pounds,  one  patient 
developed  acute  cramping  abdominal  pain  and 


Fig.  1 - Abdominal  esophagus  is  encircled  with  large  Penrose 
drain.  Proximal  one  half  of  greater  curvature  of  stomach  is' freed 
completely  to  esophagus  and  a second  Penrose  drain  placed  through 
lesser  omentum  to  guide  90-mm  thoracoabdominal  stapler  (TA-90}. 


Detail  ot  Stab  Wound  Closure 


Fig.  2 - A,  Antecolic  loop  of  jejunum  is  tacked  to  proposed  gastric 
pouch  and  anastomosis  made  with  gastrointestinal  anastomosing 
stapler  set  at  2 cm.  B,  Remaining  defect  in  stomach  and  jejunum  is 
approximated  with  3-0  silk  Lembert  sutures. 
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was  found  at  laparotomy  to  have  an  internal 
hernia  of  small  bowel  behind  the  antecolic  gas- 
trojejunal  loop.  This  was  released,  and  the  pa- 
tient continues  to  do  well. 

Approximately  one-third  of  the  patients  ex- 
perience mild  vomiting  in  the  early  post  opera- 
tive period.  The  patient  soon  learns  that  re- 
stricting the  intake  of  food  prevents  the  vomit- 
ing; no  patient  required  hospitalization  for  this 
problem.  No  woimd  eviscerations  have  occurred 
in  the  series.  One  patient  has  developed  an  inci- 
sional hernia.  Splenectomy  was  required  in  five 
patients  because  of  a bleeding  capsular  tear  re- 
lated to  traction  on  the  spleen  to  gain  exposure. 
As  experience  is  gained  with  gastric  exclusion, 
splenic  capsular  tear  occurs  less  frequently.  No 
patient  has  developed  diarrhea  or  rectal  prob- 
lems in  the  present  series. 

Comment 

On  the  basis  of  observation  from  the  present 
series  and,  as  noted  by  others^  jg 

the  author’s  opinion  that  95  per  cent  gastric 
exclusion  is  a better  surgical  operation  for  mor- 
bid obesity  than  the  intestinal  bypass  which 
was  popular  a few  years  ago.  As  noted  by 
Mason®,  Alden^,  and  Griffin^®,  none  of  the  com- 
plications of  intestinal  bypass  such  as  diarrhea, 
liver  deterioration,  oxalate  deposits  in  the  kid- 
ney, polyarthritis,  abdominal  cramps,  and  elec- 
trolyte imbalance  have  been  seen  in  this  series 
of  patients.  There  have  been  no  deaths  in  the 
series.  Alden®  reports  a mortality  rate  of  one 
third  of  one  per  cent  in  a series  of 900  patients  as 
compared  to  the  mortality  rate  of  five  per  cent 
which  accompanied  the  intestinal  bypass. 

When  Mason  reported  the  use  of  gastric  ex- 
clusion for  morbid  obesity®,  there  was  great  con- 
cern that  marginal  ulceration  would  be  a fre- 
quent problem.  This  fear  is  unfounded,  as  no 
case  of  stomal  ulcer  has  been  seen  so  far  in  the 
present  series,  and  only  1.6  per  cent  of  patients 
have  developed  stomal  ulceration  in  the  series 
reported  by  Mason®  and  Alden.^  Dumping  syn- 
drome has  been  only  infrequently  seen,  and 
when  it  has  occurred,  it  has  resulted  in  no  disa- 
bility. Reflux  esophagitis  has  not  been  noted  in 
any  patient  in  the  present  series,  nor  has  been  a 
problem  in  Mason’s  or  Alden’s  series  of  pa- 
tients.^»i® 

Two  of  the  patients  in  this  series  were  diabe- 
tics and  as  reported  by  others^)® d®,  the  insulin 


requirement  was  decreased  or  not  needed  at  all 
after  gastric  exclusion.  No  patient  has  been 
pregnant  in  the  present  series,  but  this  event 
has  caused  no  difficulty  in  previously  reported 
cases. 

With  the  admittedly  short  followup  of  the 
present  series,  no  meaningful  average  weight 
loss  can  be  noted.  However,  Alden^  reports, 
using  the  stapling  technic  creating  a 50cc  fundic 
pouch  and  a 1.2  cc  stoma,  an  average  weight  loss 
of  37  per  cent  at  12  months  post  operatively 
compared  to  31  per  cent  at  one  year  for  the 
intestinal  bypass  patients.  Griffin^®  reported  a 
weight  loss  of  42  per  cent  after  gastric  exclusion 
in  his  series,  after  12  months.  Weight  loss  con- 
tinues for  a total  of  about  18  months  before 
stabilization. 

It  was  noted  that  three  patients  in  the  present 
series  seem  to  have  stopped  losing  weight  before 
an  adequate  amount  was  lost.  This  generally  is 
attributed  to  a too  large  fun  dal  gastric  pouch,  or 
that  the  gastrojejunal  stoma  either  was  too 
large  originally  or  has  stretched  as  time  pro- 
gresses.®*^® A®  When  this  occurs,  if  more  weight 
loss  is  to  be  accomplished,  the  pouch  must  be 
made  smaller  by  restapling  the  stomach  at  a 
higher  level,  and  by  creating  a smaller  stoma  if 
it,  too,  is  enlarged. ®.^®>^®  In  previously  reported 
series  of  gastric  exclusions  about  10  per  cent  of 
patients  fail  to  lose  over  60  pounds. It  is  of 
interest  to  note  that  patients  stabilize  their 
weight  after  18  to  24  months,  and  neither  gain 
nor  lose  after  that  period.®)®, 

Recanalization  of  the  staple  line  in  the 
stomach  has  not  been  seen  in  the  present  series. 
However,  recanalization  has  been  reported  in 
one  per  cent  of  the  patients.®*^®  Reversal  of  gas- 
tric exclusion  has  been  done  in  less  than  one  per 
cent  of  patients,  and  n’ever  because  of  excessive 
weight  loss  or  problems  with  malabsorption.^® 

In  the  patients  who  have  had  jejunoileal 
bypass  and  have  unsatisfactory  results,  conver- 
sion to  95  per  cent  gastric  exclusion  in  a one- 
stage  procedure  offers  a good  solution. Two 
such  patients  have  been  operated  upon  and  are 
not  included  in  the  present  series.  Further 
weight  loss  of  approximately  15  per  cent  has 
occurred  in  each  of  these  patients.  Over  the  last 
10  years  there  has  been  steady  improvement  in 
the  technic  of  gastric  exclusion  with  resultant 
increasing  safety  and  effectiveness  of  the  opera- 
tion.A®,®)®,!®,!®,!®)!" 
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Conclusion 

A series  of  43  consecutive  95  per  cent  gastric 
exclusion  operations  for  morbid  obesity  has 
been  studied.  No  deaths  have  occurred  and 
complications  have  been  infrequent.  Weight 
loss  is  continuing  at  a satisfactory  rate  in  93  per 
cent  of  the  patients.  Patients  achieve  a sense  of 
well-being  early  in  the  postoperative  course, 
and  fatigue,  so  common  after  intestinal  bypass, 
is  rarely  noted.  No  patient  has  developed 
diarrhea,  liver  deterioration,  oxalate  deposits 


in  the  kidneys,  or  polyarthritis.  The  results  of 
95  per  cent  gastric  exclusion  in  the  present 
series  confirms  the  reports  of  others^>®)®)®>^^f^>^'^ 
that  gastric  exclusion  is  a safe,  effective  means 
of  producing  permanent  weight  loss  in  the  mor- 
bidly obese  patient  without  production  of  dis- 
turbing side  effects.# 
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Discussion 


Dr.  Eckhout’s  presentation  of  the  95  per  cent 
gastric  exclusion  procedure  for  morbid  obesity 
as  modified  by  Alden  is  of  great  interest  to  me. 
The  hopelessly  obese  have  long  been  medically 
neglected.  These  people  have  been  unable  to 
sustain  a weight  loss  after  countless  attempts  - 
with  or  without  medical  supervision. 

Payne’s  early  operation  was  revised  by  many. 
It  probably  has  reached  its  greatest  popularity 
in  the  jejuno-ileal  by-pass  devised  by  Varco  and 
Buchwald. 

Mason’s  dog  research,  culminating  in  the  gas- 
tric exclusion  procedure,  has  presented  us  with 


Raymond  G.  Bondi,  MD,  Denver,  Colorado 

what  seems  to  be  the  most  satisfactory  and  prac- 
tical solution  to  morbid  obesity.  He  substituted 
limited  ingestion  (controlled  starvation)  for  the 
gross  malnutrition  of  the  intestinal  by-pass  pro- 
cedure. 

Mason’s  operation  was  difficult  technically 
and  was  not  universally  adopted  as  a replace- 
ment for  the  easier.-to-do  intestinal  by-pass.  Al- 
den’s  alterations  - the  use  of  the  upper-hand 
retractor  and  the  stapling  devices  - have  made 
the  operation  comparable  to  the  intestinal  by- 
pass in  operative  duration  and  difficulty.  The 
gastric  exclusion  is  a superior  operation  since  it 
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avoids  the  long-term  complications  frequently 
associated  with  the  mal-absorption  of  the  intes- 
tinal by-pass. 

We  at  St.  Luke’s  Hospital  have  been  in- 
terested in  the  surgical  alteration  of  morbid 
obesity  for  about  ten  years.  We  have  progressed 
through  the  various  surgical  developmental 
stages  mentioned  above.  We  have  adopted  Al- 
den’s  modification  of  Mason’s  procedure  (the  95 
per  cent  gastric  exclusion)  as  the  safest  and 
most  reliable  procedure  currently  in  use.  There 
are  many  other  modifications  currently  being 
tested  in  surgical  clinics  throughout  this  coun- 
try and  abroad.  To  date,  the  95  per  cent  gastric 
exclusion  is  the  only  procedure  that  has  been 
done  often  enough,  and  for  a long  enough  period 
of  time,  to  demonstrate  its  merit. 

We  have  performed  about  ninety  of  the  95  per 
cent  gastric  exclusion  procedures  over  the  past 
eighteen  months.  Our  pre-operative  screening 


Book  Review 

The  CIBA  Collection  of  Medical  Illustrations, 
Volume  7:  Respiratory  System,  Frank  H.  Netter, 
MD,  with  Matthew  B.  Diverties,  MD,  and  Alister 
Brass,  MD.  Summit,  New  Jersey,  CIBA  Pharmaceut- 
ical Company. 

Volume  7 of  the  CIBA  collection  on  the  respiratory 
system  offers  a unique  update  on  structure  and  func- 
tion of  the  lungs  and  thorax  and  the  broad  array  of 
chest  diseases.  It  nicely  deals  with  the  changing 
scene  and  places  proper  emphasis  on  the  common 
problems  including  asthma,  chronic  obstructive 
pulmonary  diseases  (emphysema  and  chronic  bron- 
chitis), lung  cancer,  occupational  lung  diseases,  and 
diseases  characterized  by  interstitial  pneumonitis 
and  fibrosis.  The  organizational  approach  includes 
five  sections:  anatomy  and  embryology,  physiology, 
radiology,  diseases  and  pathology,  and  diagnostic 
and  therapeutic  procedures.  Each  section  is  exquis- 
itely illustrated  in  the  typical  Frank  Netter  style.  A 
mere  leafing  through  this  work  is  convincing  that 
this  is  a magnificant,  complete,  concise  presentation 
which  offers  a thorough  review  of  most  disease  states. 

Common  presentations  and  manifestations  of  most 
respiratory  disorders  encountered  in  practice  are  in- 
cluded along  with  emphasis  on  structure  and  func- 
tion relationships  which  include  photomicrographs 
and  excellent  x-ray  reproductions  when  appropriate. 
All  are  beautifully  organized,  and  are  supplemented 
by  accompanying  discussions  which  are  remarkable 
in  their  accuracy  and  clarity.  The  editing  by  Matthew 
Divertie  of  the  Mayo  Clinic,  masterfully  ties  together 
the  contributions  of  many  who  have  been  the  leaders 


procedures,  our  operative  technic,  and  our  im- 
mediate post-operative  care  are  probably  iden- 
tical to  those  of  Dr.  Eckhout.  We  have  had  one 
splenectomy,  five  post  operative  hernias,  one 
post-operative  pneumonia,  one  minor  pulmo- 
nary embolus,  and  one  wound  dehiscence.  There 
was  one  post-operative  intestinal  obstruction  in 
an  operation  combined  with  a take-down  of  an 
intestinal  by-pass.  There  have  been  no  deaths. 

I believe  the  95  per  cent  gastric  exclusion 
procedure  is  currently  the  operation  of  choice 
for  alleviation  of  morbid  obesity.  I would  cau- 
tion that  it  should  be  reserved  as  a "last  resort 
procedure”  for  use  only  in  those  who  have  been 
unable  to  sustain  a weight  loss  after  countless 
attempts.  This  is  a major  operative  procedure.  It 
involves  considerable  pain,  loss  of  time  from 
work  (although  it  may  render  the  unemployable 
once  again  productive  members  of  society),  and 
expense.  It  should  not  be  entered  into  lightly. 


in  chest  medicine.  A well  organized  and  up  to  date 
bibliography  paralleling  each  of  the  five  sections  of- 
fers an  additional  reference  source. 

The  pulmonary  field  has  been  changing  rapidly 
during  the  past  two  decades.  There  has  been  a 
marked  reduction  in  infectious  and  suppurative  dis- 
eases, such  as  tuberculosis,  lung  abscess,  and  bron- 
chiectasis. Expanding  interest  in  diseases  charac- 
terized by  acute  and  chronic  airflow  limitation, 
chronic  interstitial  lung  injury,  and  acute  respiratory 
failure  have  more  than  replaced  these  problems  as 
the  focus  of  interest  of  the  broad  based  pulmonary 
specialist.  Advances  in  oxygen  therapy,  mechanical 
ventilation,  and  new  understandings  of  a variety  of 
diverse  lung  insults,  resulting  in  the  adult  respira- 
tory distress  syndrome,  are  both  advances  and  chal- 
lenges. The  details  of  lung  responses  to  injury  and 
how  it  repairs  itself  is  today  the  cutting  edge  of  pul- 
monary science.  This  collection  on  the  respiratory 
system  does  justice  to  the  present,  and  offers  certain 
insights  into  future  directions  of  respiratory 
medicine. 

This  unique  book  will  be  of  great  interest  to  all 
serious  students  of  pulmonary  disease  and  will  be 
particularly  valuable  to  fellows  in  training,  and  will 
also  serve  as  an  extremely  useful  reference  source  for 
qualified  chest  physicians  and  surgeons.  This  collec- 
tion might  well  be  the  first  place  to  begin  the  study  of 
a pulmonary  topic  for  the  neophyte  and  would  also 
serve  as  a superb  review  for  those  wishing  a highly 
readable  and  understandable  update  in  a field  which 
is  wildly  exciting  and  advancing  rapidly. 

Thomas  L.  Petty,  MD 
Denver,  Colorado 
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The  effect  of  beta  blockade 

on  stage  fright 

A Controlled  Study 

Charles  O.  Brantigan,  MD,  Denver,  Colorado,  Thomas  A.  Brantigan,  DMA, 

and  Neil  Joseph,  MD,  Omaha,  Nebraska* 


‘'Don’t  shoot  the  pianist -he’s  doing  his 
damndest”  (Sign  in  Wyman’s  Saloon,  Leadville, 
Colorado  1882) 

To  most  members  of  the  medical  profession, 
stage  fright  is  an  insignificant  condition,  cured 
by  repeated  exposure  to  the  inciting  stress.  To 
the  physiologist,  stage  fright  or  performance 
anxiety,  known  also  to  them  as  the  "Fight  or 
Flight  Reaction”^  can  produce  the  same  car- 
diovascular stress  as  strenuous  exercise.  To  the 
professional  musician,  stage  fright  is  a dis- 
abling condition,  just  as  disabling  as  angina 
pectoris  is  to  the  laborer. 

Although  the  sympathetic  and  circulatory 
hyperactivity  of  "Fight  or  Flight”  may  have 
been  useful  to  our  forefathers  in  dealing  with 
grizzly  bears  and  saber-toothed  tigers,  it  inter- 
feres severely  with  musical  performance.  Many 
performing  artists  are  disabled  or  partially  dis- 
abled by  stage  fright  to  the  extent  that  over  fifty 
per  cent  of  these  musicians  consume  tranquiliz- 
ers or  alcohol  to  combat  performance  anxiety. ^ 
Although  these  agents  are  effective  in  alleviat- 
ing anxiety,  they  also  cause  a significant  de- 
crement in  performance.  Although  many  have 
come  to  fear  the  effects  of  these  agents,  they 
must  continue  to  use  them  in  quantities  suffi- 
cient to  get  them  onto  the  stage  relatively  in- 
tact. 

Recent  studies,  reported  mostly  in  the  British 
literature,  have  suggested  that  the  physical 
manifestations  of  stage  fright  are  mediated  by 
the  beta  adrenergic  receptors  of  the  sympathe- 
tic nervous  system.^*'^  Previous  clinical  trials 
have  suggested  that  blockade  of  the  beta  recep- 
tors can  eliminate  these  effects  without  affect- 
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ing  mental  function.  Our  initial  uncontrolled 
trials  have  shown  small  doses  of  propranolol  to 
be  spectacularly  successful  in  eliminating  the 
physical  manifestations  of  stage  fright. 

Accordingly,  a double-blind  crossover  study 
was  designed  to  test  the  efficiency  of  prop- 
ranolol in  alleviating  performance  anxiety.  Our 
multidisciplinary  team,  including  a cardiovas- 
cular surgeon  who  uses  beta  blockade  in  his 
practice  and  who  is  also  a performing  musician, 
an  ophthalmic  surgeon  with  experience  using 
propranolol  to  treat  performance  anxiety  and 
tremor,  a doctor  of  musical  arts  with  extensive 
recital  experience  and  a long  standing  research 
interest  in  performance  anxiety,  coupled  with  a 
group  of  performing  musicians  with  stage  fright 
problems,  afforded  a unique  opportunity  to 
study  the  physiologic,  psychologic  and  perform- 
ance effects  of  beta  blockade  on  stage  fright. 

Materials  and  Methods 

The  study,  approved  by  the  University  of  Neb- 
raska Institutional  Review  Board,  was  a 
double-blind  crossover  study  comparing  the  ef- 
fects of  40mg  of  propranolol  with  a placebo 
taken  90  minutes  before  a performance.  The 
subjects  were  eight  keyboard  students  and 
teachers  at  the  University  of  Nebraska,  many 
with  a history  of  severe  stage  fright  problems. 
After  receiving  a briefing  on  the  nature  of  the 
study  and  on  the  drug  to  be  tested,  the  subjects 
agreed  to  participate  in  the  study. 

A brief  history  and  medical  examination,  in- 
cluding a baseline  EKG  rhythm  strip,  was  car- 
ried out  by  one  of  the  physicians.  The  subject 
then  took  a capsule  labeled  either  "A”  or  "B”. 
Ninety  minutes  later  the  subjects  were  con- 
nected to  the  EKG  monitor*  * and  required  to 
introduce  themselves  and  their  musical  selec- 
tion. They  then  performed  before  the  assembled 
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group  of  their  peers  and  instructors.  Their  elec- 
trocardiograms were  monitored  continuously 
during  the  time  of  the  introduction  and  of  their 
performance  both  for  rate  and  rhythm.  Their 
performance  was  recorded  on  audio  tape  for 
subsequent  evaluation  by  their  professors,  and 
recorded  with  the  EKG  signal  superimposed  on 
the  music.  The  following  afternoon  the  sequ- 
ence was  repeated  with  the  subjects  taking  the 
other  drug.  The  level  of  anxiety  created  by  this 
protocol  (particularly  on  the  second  day,  as  the 
students  and  faculty  developed  a certain 
camaraderie)  was  not  as  great  as  the  inves- 
tigators had  created  during  previous  studies. 

The  following  evaluations  were  carried  out: 
the  subjects  were  evaluated  for  outward  man- 
ifestations of  stage  fright,  by  both  an  inves- 
tigator and  members  of  the  audience.  Each 
subject  was  required  to  fill  out  a questionnaire 
grading  his  performance  on  the  basis  of  ner- . 
vousness,  anxiety,  tremor,  sweating,  accuracy, 
style,  ease  of  performance,  control,  tempo, 
rhythm,  pace,  memory,  and  comfort.  Both  audi- 
ence members  and  a faculty  member  graded 
each  performance  for  musical  quality  and  tech- 
nical proficiency.  After  results  of  the  above 
evaluations  were  tabulated,  the  code  was  bro- 
ken. 

Results 

No  untoward  effects  were  experienced  by  any 
subject.  There  was  no  consistent  difference  in 
technical  performance  quality  or  musicianship 
noted  either  by  performers  or  teachers.  Al- 
though overall  assessment  of  performance 
showed  no  difference  between  propranolol  and 
control,  questions  reflecting  on  the  components 
of  performance  such  as  accuracy,  memory, 
rhythm,  and  tempo  favored  propranolol.  The 
questionnaires  showed  improvement  in  all 
questions  having  to  do  with  sympathetic  dis- 
charge (Fig.  1)  in  all  subjects.  All  subjects  ex- 
cept one  correctly  distinguished  propranolol 
from  placebo  on  the  basis  of  a decrease  in  the 
physical  symptoms  of  performance  anxiety.  The 
subject  who  misidentified  the  active  drug  was 
manic  following  her  performance  with  placebo, 
with  gross  tremor  and  high  speech  pressure, 
having  misidentified  manic  euphoria  as  drug 
effect. 

The  investigator  observing  the  performances 
could  reliably  determine  who  had  received  the 
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A B 

Fig.  1 . The  improvement  in  symptoms  of  sympathetic  hyperactivity 
caused  by  beta  blockade  A placebo  B beta  blockade. 

active  drug  by  observation  alone,  but  perfor- 
mers in  the  audience,  including  music  faculty, 
could  not.  The  investigators  felt  that  much  less 
stress  was  produced  by  the  second  performance 
than  by  the  first,  probably  because  the  subjects 
had  become  more  comfortable  with  each  other. 
This  observation  was  confirmed  by  the  results  of 
the  questionnaire.  Although  improvement  in 
sympathetic  discharge  questions  was  noted  on 
both  days,  the  average  changes  over  the  whole 
group  were  less  the  second  day.  This  decreased 
the  change  in  the  average  of  all  results  which 
could  have  been  obtained  under  a more 
stressful  1 test. 

Heart  rates  as  high  as  165  were  monitored 
during  the  experiment,  but  with  the  exception 
of  occasional  premature  atrial  contractions, 
premature  ventricular  contractions  and  normal 
sinus  arrhythmia,  no  other  rhythm  distur- 
bances were  noted.  Propranolol  caused  a 
dramatic  decrease  in  both  maximum  heart  rate 
achieved  by  the  group  (Fig.  2),  and  in  the  aver- 
age heart  rate  during  the  performance  (Fig.  3). 
This  effect  on  the  pulse  was  most  dramatic  in 
the  subjects  with  the  most  pronounced  emo- 
tional tachycardia.  For  this  reason  the  drug  ef- 
fect would  have  been  enhanced  had  the  experi- 
mental situation  caused  more  stress. 

Discussion 

All  of  us  have  experienced  stage  fright,  or 
performance  anxiety,  at  some  time  during  our 
lives.  Somatic  symptoms®  include  a rapid  heart 
rate  with  tachycardias  reaching  levels  of  190  to 
200  beats  per  minute  both  in  public  speaking®P° 
and  musical  performance. “ Palpitations  are 
common  and  may  be  caused  by  actual  cardiac 


228 


Rocky  Mountain  Medical  Journal 


A B 

Fig.  2.  The  effect  of  beta  blockade  on  maximum  heart  rate  in 
performing  musician.'i  after  placebo  (A ) and  after  beta  blockade  (B). 

arrhythmias.  ST-T  wave  changes  on  EKG  are 
not  uncommon,  particularly  in  patients  with 
heart  disease  and  resemble  ischemic  changes 
seen  on  graduated  exercise  testing. Increased 
sweating,  tremor,  including  intention  tremor, 
and  fatigue  are  prominent. 

In  more  severe  cases  visceral  symptoms  in- 
volving the  alimentary  canal  and  urogenital 
tract  are  common.  These  include  nausea, 
diarrhea,  and  the  urge  to  micturate.  These 
symptoms,  which  are  identical  to  those  of  the 
"Fight  or  Flight  Reaction”  are  not  only  disabl- 
ing in  themselves,  but  also  tend  to  increase  the 
performer’s  emotional  insecurity  which  in  turn 
exacerbates  the  somatic  symptoms.  This  syn- 
drome is  ubiquitous,  and  occurs  in  every  field  of 
huma  endeavor.  These  changes  have  been  ob- 
served in  medical  students  giving  presentations 
to  instructors;^^  medical  staff  meetings;^^  in 
cardiologists  performing  heart  catheteriza- 
tions;^^ surgeons  performing  operations;!'*  in 
medical  lecturers*®  and  in  subjects  driving  in 
heavy  downtown  traffic, *2’  as  well  as  in  sub- 
jects in  athletic  competition.'* 

From  a physiologic  standpoint,  these  somatic 
manifestations  reflect  sympathetic  overactiv- 
ity, specifically  production  of  excessive 
catecholamines,  particularly  noradrenalin. 
Race  car  drivers,  for  example,  increase  their 
heart  rates  up  to  as  high  as  210  beats  per  mi- 
nute. This  tachycardia  is  associated  with  serum 
catecholamine  levels  two  to  ten  times  normal. 


A B 


Fig.  d.  The  effect  of  beta  blockade  on  average  heart  rate  in  perform- 
ing musicians  after  placebo  (A)  and  after  beta  blockade  IB). 

and  may  not  be  noticed  by  the  drivers  them- 
selves.*^j*®  Physicians,  speaking  before  an  audi- 
ence, have  been  documented  to  have  almost  as 
high  a tachycardia  and  almost  as  high  levels  of 
circulating  catecholamines. *®>  *'*  Associated 
with  the  increase  in  catecholamines  is  an  in- 
crease in  serum  free  fatty  acids.  Triglycerides 
peak  one  to  two  hours  after  the  event  and  have  a 
more  sustained  rise  than  is  seen  in 
catecholamines  or  free  fatty  acids. 

In  many  occupations  this  sympathetic 
hyperactivity  may  persist  for  a long  period  of 
time  without  the  subject  being  aware  of  the 
stress  placed  on  his  cardiovascular  system.  Sur- 
geons, for  instance,*'*  during  a routine  afternoon 
operating  schedule,  may  sustain  heart  rates  be- 
tween 120  and  150  beats  per  minute  through 
the  entire  afternoon.  These  same  surgeons 
could  only  sustain  the  level  of  physical  work 
required  to  produce  this  cardiovascular  re- 
sponse for  periods  of  ten  to  fifteen  minutes.  Air- 
line pilots,*®  monitored  over  the  course  of  an 
entire  flight,  have  been  found  to  have  the  same 
response.  Although  in  studies  of  neophyte 
parachute  jumpers,  Taggart  et  al.^^  documented 
that  the  outpouring  of  catecholamines  de- 
creases as  the  parachute  jumpers  become  more 
experienced.  Significant  levels  of  physiologic 
stress  persist,  even  in  experienced  public 
speakers,  experienced  airplane  pilots,  experi- 
enced surgeons,  and  musicians.  In  some  occupa- 
tions this  circulatory  stress  may  last  for  long 
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periods  of  time  and  account  for  a large  propor- 
tion of  the  subject’s  waking  hours.  The  almost 
constant  elevation  of  free  fatty  acids  and  trig- 
lycerides may  contribute  to  the  development  of 
atherosclerosis. The  tachycardia  increases 
myocardial  oxygen  demand  and  may  lead  to  the 
discrepancy  between  supply  and  demand  that 
we  know  as  myocardial  infarction  in  patients, 
once  they  have  developed  significant  coronary 
artery  occlusive  disease.  Likewise,  the  vas- 
oconstriction associated  with  the  catecholamine 
output,  may  eventually  lead  to  sustained  hyper- 
tension and  all  the  medical  problems  associated 
with  that  condition.  These  health  consequences 
of  continued  stress  may  be  even  more  serious 
over  the  long  run  than  the  disability  caused  by 
the  somatic  manifestations.  Certainly  such  a 
serious  condition  demands  an  effective  pharma- 
cologic remedy. 

Tranquilizers  and/or  alcohol  have  been  the 
chemicals  most  frequently  used  in  an  attempt  to 
ameliorate  the  somatic  manifestations  of  stage 
fright. 22  These  dmgs  are  certainly  effective, 
and  in  a number  of  studies  have  been  shown  to 
decrease  both  the  mental  level  of  anxiety  and  its 
somatic  manifestations.  Unfortunately,  these 
drugs  have  more  than  just  somatic  effects.  Their 
mood  altering  properties  may  leave  the  subject 
feeling  euphoric  and  confident  after  an  inferior 
performance.  A prominent  recitalist  has  re- 
cently confided  to  the  investigators  that  his  use 
of  such  drugs  caused  him  to  feel  increasingly 
confident  until  his  professional  colleagues 
noted  a decrement  in  virtuosity.  This  deteriora- 
tion in  performance  and  false  sense  of  security 
has  been  documented  in  studies  of  students  tak- 
ing final  examinations. 23’  24  Many  performing 
musicians  have  come  to  dread  tranquilizers  and 
alcohol  because  they  decrease  manual  dexterity 
and  intellectual  functioning.  They  find  them- 
selves less  able  to  gauge  their  performances  ob- 
jectively and  lose  the  mental  keenness  which 
comes  from  anticipation  of  a major  perfor- 
mance. Quality  of  performance  often  deterior- 
ates under  the  influence  of  these  drugs.  Alcohol 
and  tranquilizers  are  certainly  not  the  approp- 
riate remedy. 

Beta  blocking  drugs,  on  the  other  hand,  may 
be  a precise  remedy.  They  specifically  coun- 
teract the  effects  of  the  sympathetic  discharge 
at  relatively  low  doses  - 40  mg  propranolol  in 
this  study.  As  little  as  10  or  20  mg.  may  be 
effective  in  most  patients.  Blockade  of  the  beta 


adrenergic  system  is  carried  out  with  such  sur- 
gical precision  that  there  is  no  effect  on  mental 
functioning. 23’  24  Some  effective  beta  blockers 
don’t  even  cross  the  blood  brain  barrier.23  There 
are  some  disadvantgages,  however. 

Beta  blockade  must  be  used  with  extreme 
caution  in  patients  with  cardiac  disease,  par- 
ticularly where  the  conducting  system  is  in- 
volved, as  profound  bradycardias  may  occur. 
Likewise,  patients  on  the  borderline  of  conges- 
tive failure,  can  be  tipped  over  using  even  this 
small  dose  of  drug.  In  patients  with  bronchial 
asthma,  beta  blockade  may  touch  off  an  acute 
asthmatic  attack.  These  effects  are  not  idiosyn- 
cratic drug  reactions,  but  are  predictable  re- 
sponses to  the  drug.  For  this  reason,  subjects 
prone  to  these  deleterious  effects  are  relatively 
easily  identified. 

Many  previous  studies  in  the  British  litera- 
ture have  documented  the  effect  of  beta  block- 
ade in  the  treatment  of  anxiety.  McMillan  in 
1975  studied  twelve  patients  exposed  to  civil 
disorder  in  Northern  Ireland. 2®  Of  twelve  pa- 
tients complaining  to  their  physician  of  anxiety, 
ten  experienced  relief  of  anxiety  with-80  mg.  of 
oxprenolol  without  sleepiness  or  mental  com- 
promise. Of  the  two  dropouts  from  the  study, 
one  was  injured  by  a bomb  explosion,  and  the 
other  took  an  overdose  of  another  medication 
and  had  to  be  hospitalized.  Twelve  preoperative 
patients  in  the  same  study  were  treated  with  80 
mg.  of  oxprenolol  or  5 mg.  of  diazepam.  Again, 
one  subject  was  dropped  after  a bomb  attack.  In 
the  other  patients,  both  drugs  were  felt  to  be 
equally  effective  in  alleviating  anxiety. 
Diazepam  produced  a better  sleep,  and  ox- 
prenolol better  concentration. 

Taggart  and  colleagues  in  1973  noted  that 
among  normal  and  coronary  artery  disease 
subjects  speaking  before  an  audience  or  driving 
in  rush  hour  traffic  a single  dose  of  40  mg.  of 
oxprenolol  was  effective  in  suppressing 
tachycardia  and  EKG  abnormalities.  Plasma 
noradrenalin  levels  increased  equally  in  the 
blocked  and  unblocked  subjects,  but  the  in- 
creases in  free  fatty  acids  were  abolished  by 
beta  blockade.  The  somatic  and  cardiovascular 
stress  effects  of  public  speaking  were  abolished 
using  beta  blockade.  Eliasch  and  colleagues  in 
1967,®  using  propranolol,  were  able  to  block  the 
somatic  effects  of  stress  produced  in  pilots  in 
simulated  flight.  Foster  and  colleagues  in 
1978^“*  reported  that  cardiovascular  effects  in 
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operating  surgeons  could  be  blocked  by  40  mg. 
of  oxprenolol.  These  surgeons  noted  no  decrease 
in  performance  or  manual  dexterity.  Likewise, 
James  and  colleagues^  demonstrated  that  the 
performance  of  concert  violinists  actually  im- 
proved after  the  ingestion  of  40  mg.  of  ox- 
prenolol which  was  sufficient  to  block  their 
stage  fright  response. 

With  this  background  it  is  not  surprising  that 
we  were  able  to  identify  in  a double-blind  fash- 
ion the  dramatic  decrease  in  somatic  manifesta- 
tions of  stage  fright,  even  though  our  experi- 
mental situation  did  not  produce  a great  deal  of 
stress.  The  effect  was  so  pronounced  that  the 
double-blind  nature  of  the  subject  was  com- 
promised at  the  end  of  the  first  day’s  experiment 
by  the  ability  of  both  the  investigators  and  sub- 
jects to  determine  by  physical  responses  which 
drug  had  been  taken.  In  at  least  one  subject  the 
improvement  in  somatic  symptoms  actually  in- 
terfered with  her  performance.  She  said  "soon 
into  the  second  performance  it  became  obvious 
to  me  that  this  was  the  one.  When  I had  a mem- 
ory slip,  I knew  I would  panic  but  didn’t.  From 
then  on,  I concentrated  more  on  my  own  feelings 
than  I did  on  the  piece  and  consequently  made 
more  mistakes.  That  wouldn’t  have  happened  if 
I had  known  what  to  expect.” 

In  most  of  our  subjects  elimination  of  somatic 
symptoms  was  sufficient,  however  in  previous 
uncontrolled  studies  using  beta  blockade,  we 
observed  several  occasions  during  which  the 
subject  was  relieved  of  all  somatic  manifes- 
tations of  stage  fright  but  nonetheless 
turned  in  an  inferior  performance.  In  dis- 
cussing this  phenomenon  with  the  subjects,  it 
became  apparent  that  these  subjects  were  emo- 
tionally compromised  in  spite  of  their  feelings  of 
calmness  and  their  outward  appearance  of 
calm.  This  same  phenomenon  was  observed  in 
the  present  experiment.  Some  subjects  per- 
formed better  after  taking  propranolol,  and 
some  performed  better  after  taking  placebo.  Al- 
though the  psychological  and  physical  aspects 
of  stage  fright  are  closely  inter-related,  and  in 
many  respects  feed  on  each  other,  it  appears 
that  it  is  possible  to  have  the  psychological  dis- 
ability without  the  physical  manifestations. 
This  phenomenon  has  not  been  emphasized  by 
previous  investigators,  who  have,  for  the  most 
part,  been  physicians  more  concerned  with  the 
physical  than  psychological  aspects  of  the  prob- 
lem. 


Our  previous  research  into  this  subject”  con- 
centrated on  the  psychological  aspects  of  stage 
fright.  Hypnosis  was  used  to  teach  a group  of 
seven  organists  how  to  use  a self  induced  trance 
to  reduce  stage  fright  in  performance.  Two  per- 
formances were  recorded  for  each  subject  - wak- 
ing stress,  and  hypnotized  stress  - while  con- 
tinuous EKG  monitoring  was  carried  out.  The 
performances  were  evaluated  both  for  subjec- 
tive musical  quality  as  well  as  for  technical 
accuracy.  Questionnaires  were  used  to  deter- 
mine the  performer’s  psychological  outlook  con- 
cerning the  two  performances,  and  the  subjects 
were  observed  for  the  manifestations  of  stage 
fright.  Subjective  musical  quality  and  technical 
accuracy  both  were  improved  in  64  per  cent  of 
the  patients.  EKG  monitoring  demonstrated  an 
average  reduction  of  20  beats  per  minute  during 
hypnosis  from  levels  substantially  higher  than 
those  observed  in  the  present  study.  Hypnotic 
training  was  beneficial  in  reducing  perfor- 
mance anxiety  in  100  per  cent  of  these  subjects 
selected  for  their  difficulties  with  stage  fright. 

In  many  respects  these  two  studies  are  com- 
plimentary. Beta  blockade  appears  to  be  an  ef- 
fective way  of  reducing  physical  symptoms  of 
stage  fright,  but  affects  psychological  symptoms 
only  indirectly.  Hypnotic  training  has  a direct 
effect  on  psychological  symptoms  but  only  an 
indirect  effect  on  the  physical  symptoms.  We 
plan  to  combine  both  modalities  of  therapy  in 
future  studies. 

In  spite  of  its  effectiveness,  the  use  of  any 
drug  to  alter  musical  performance  is  controver- 
sial. Propranolol  is  certainly  a safe  drug.  There 
has  been  a large  experience  in  the  treatment  of 
angina  pectoris  and  hypertension  throughout 
the  world  using  this  drug  in  doses  up  to  600  mg. 
per  day.  Doses  as  high  as  1.2  gms.  per  day  have 
been  reported  without  serious  side  effects.  The 
drug  is,  however,  dangerous  in  certain  forms  of 
heart  disease,  particularly  those  involving  the 
conduction  system,  and  in  patients  with  bron- 
chial asthma.  There  have  been  reports  of 
myocardial  infarction  occurring  after  the  drug 
has  been  used  continously  and  then  withdrawn. 
Although  these  infarctions  were  undoubtedly 
caused  by  progression  of  coronary  ar- 
teriosclerosis at  a time  when  myocardial  oxygen 
consumption  was  decreased  by  the  drug,  con- 
tinuous use  of  propranolol,  even  in  the  rela- 
tively low  doses  required  to  eliminate  stage 
fright,  is  probably  not  warranted. 
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In  this  respect,  the  investigators  are  con- 
cerned about  the  proliferation  of  the  use  of  this 
drug  among  musicians  who  are  aware  of  our 
studies.  The  evidence  that  continuous  use  of 
propranolol  in  situations  of  continuous  stress 
may  reduce  the  incidence  of  coronary  artery 
disease,  strokes,  hypertension,  and  ar- 
teriosclerosis must  at  this  point  be  considered 
theoretical  and  not  adequately  documented  sci- 
entifically to  recommend  continuous  use  of  the 
drug.  On  the  other  hand,  recitalists,  frequently 
giving  no  more  than  ten  major  recitals  in  a year, 
and  doctors,  unaccustomed  to  speaking  at  na- 
tional meetings  who  present  papers  only  sev- 
eral times  a year  may,  perhaps,  legitimately  use 
beta  blockade  in  anticipation  of  such  a discrete 
stress  situation. 

Beta  blockade  should  find  its  best  use  as  an 
adjunct  to  conservatory  training  rather  than  as 
a performance  crutch.  It  appears  to  us  that  stage 
fright  is  a learned  response  which  is  carefully 
inoculated  into  performing  musicians  by  their 
conservatory  programs.  In  contrast  to  the  train- 
ing of  cardiac  surgeons,  whose  education  is  cen- 
tered around  a program  of  gradually  increasing 
responsibility,  the  performing  musician  is  ex- 
posed to  a program  which  is  crisis  oriented. 


From  the  very  start,  the  performance  major  is 
required,  often  with  negative  feedback  and  in- 
adequate preparation,  to  perform  music  beyond 
his  ability  for  over-critical  audiences.  There  is 
no  better  way  to  teach  the  stage  fright  response. 
We  would  prefer  to  see  propranolol  combined 
with  self-hypnosis  training  in  a carefully  de- 
signed conservatory  program  modeled  after  the 
training  of  a surgeon,  strenuous  certainly,  but 
designed  to  teach  students  not  to  have  stage 
fright. 

Summary 

1.  Propranolol  in  doses  of  40  mg.  or  less  is 
remarkably  effective  in  eliminating  the  physi- 
cal responses  known  collectively  as  stage  fright. 

2.  The  psychological  aspects  of  stage  fright 
may  be  disabling,  even  after  the  somatic  effects 
are  eliminated. 

3.  Beta  blockade  with  propranolol  has  only  a 
secondary  effect  in  the  emotional  aspects  of 
stage  fright.  This  aspect  of  the  problem  is 
perhaps  better  reached  by  self-h5q)nosis  train- 
ing.# 
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Discussion 


Clarke  C.  Godfrey  II,  M.D.  Denver,  Colorado 


Since  the  introduction  of  propranolol  and 
other  Beta  blocker  agents,  the  therapeutic  ef- 
fectiveness of  these  drugs  has  been  de- 
monstrated for  an  ever  widening  spectrum  of 
medical  problems.  Dr.  Brantigan  et  al.  have 
provided  us  with  another  situation,  stage  fright, 
where  Beta  blockade  therapy  may  be  poten- 
tially useful.  The  specificity  of  Beta  blockade  to 
counteract  the  physiologic  and  biochemical  con- 
sequences of  the  stress  response  has  obvious 
advantages  over  those  offered  by  alcohol  and 
tranquilizers,  agents  which  traditionally  have 
been  used  in  an  attempt  to  subvert  the  unpleas- 
ant and  potentially  damaging  effects  of  stress. 

I would  agree  with  Dr.  Brantigan  that  pro- 
pranolol is  a safe  drug,  and  that  the  dose 
schedule  employed  in  his  protocol  is  not  un- 
reasonable, particularly  in  view  of  the  intermit- 
tent and  relatively  infrequent  application  of  the 
drug  in  a given  individual.  If  propranolol’s  ef- 
fectiveness is  demonstrated  to  the  degree  indi- 
cated by  this  preliminary  report  in  future  con- 
trolled studies,  widespread  application  by  indi- 
viduals involved  with  "public  performances” 
can  be  anticipated.  Indiscriminate  and  uncon- 
trolled use  by  individuals  within  the  "perfor- 
mance” community  can  be  anticipated  to  pro- 
duce potentially  serious  medical  problems.  For 
this  reason  I would  emphasize,  as  did  Dr.  Bran- 
tigan and  his  colleagues,  that  any  individuals 
who  receive  Beta  blockade  thereapy  for  this 
purpose  need  to  be  carefully  screened  by  a 
physician  familiar  with  the  contraindications 
and  side  effects  of  the  various  Beta  blocker 
agents. 

Dr.  Brantigans’s  comments  regarding  the 
varying  "psychological”  response  of  their  sub- 
jects to  Beta  blockade  thereapy  also  deserves 
further  comment.  Unpredictable  central  nerv- 
ous system  side  effects  of  propranolol  therapy 


are  now  being  recognized  with  increasing  fre- 
quency and  their  mechanisms  are  poorly  under- 
stood. The  role  that  this  aspect  of  propranolol 
therapy  played  in  the  varying  emotional  re- 
sponses of  their  subjects  cannot  be  defined  by 
this  present  study  protocol.  This  aspect  of  Beta 
blockade  therapy  needs  to  be  considered  and 
warrants  further  thought  and  investigation  if 
the  study  protocols  are  to  be  expanded  to  larger 
groups  of  subjects. 

Dr.  Brantigan’s  and  colleagues’  article  was  an 
intriguing  extension  of  propranolol  therapy, 
and  I look  forward  to  the  results  of  their  ex- 
panded studies  in  the  future.  • 


Book  Review 

The  Courage  to  Live:  by  Ari  Kiev,  MD,  Thomas  Y. 
Crowell  Publishers,  New  York,  1979,  148  pages. 
$7.95. 

Dr.  Kiev,  with  extensive  experience  both  as 
therapist  and  researcher/theoretician  in  the  field  of 
Suicidology  has  written  this  slim  volume  addressed 
primarily  to  the  suicidally  depressed  patient,  secon- 
darily to  the  patient’s  'significant  othere’,  and  hardly 
at  all  to  the  medical  profession.  It  can  appropriately 
be  recommended  to  the  families  of  one’s  depressed 
patients;  it  is  doubtful  that  it  will  be  of  much  benefit 
to  such  patients  themselves;  they  are  unlikely  to  be 
capable  of  absorbing  much  of  its  message.  That  mes- 
sage is  that  depression  is  a serious  but  treatable  ill- 
ness, and  that  chemotherapy  is  almost  always  a pre- 
requisite - in  cases  of 'serious’  depression  - to  success- 
ful psychotherapy. 

W.R.  Dunkelberg,  MD, 
Glenwood  Springs,  Colorado 
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The  negative  laparotomy: 

what  hath  our  new  technolo^  wrought? 


David  F.  Crowder,  MD,  and  Martin  J.  Rubinowitz,  MD,  Denver,  Colorado* 


Although  new  diagnostic  procedures  have  been  of 
great  value  in  demonstrating  abdominal  pathology, 
false  positive  tests  can  result  in  unnecessary  explora- 
tions. 


With  the  advent  of  new  diagnostic  methods 
the  clinician  is  faced  with  the  temptation  of 
performing  an  exploratory  laparotomy  on  the 
basis  of  positive  results  of  these  new  tests.  A 
word  of  caution  is  in  order.  The  decision  should 
be  based  on  the  history,  physical  examination, 
laboratory  results,  urgency  of  the  situation,  and 
condition  of  the  patient. 

The  following  cases  illustrate  the  pitfalls  of 
relying  too  heavily  on  the  results  of  newer  pro- 
cedures. 

CASE  REPORTS 

CASE  1:  L.N.  is  a 60  year  old  white  female  admitted  to  St. 
Joseph  Hospital  in  Denver  October  24,  1978  with  a one 
month  history  of  left-sided  abdominal  pain  and  a six  pound 
weight  loss.  Physical  examination  was  negative  except  for 
left  sided  abdominal  tenderness. 

Laboratory  data  which  were  either  normal  or  negative 
included  a CBC,  ESR,  electrolytes,  biochemical  survey, 
GGTP,  amylase,  lipase,  CEA,  and  chest  x-ray.  A C-T  scan  of 
the  abdomen  and  pelvis  showed  loss  of  detail  ofthe  aorta  and 
inferior  vena  cava  suggestive  of  retroperitoneal  nodal  en- 
largement. Lymphangiography  demonstrated  enlarged  re- 
ticulated left  iliac  and  para-aortic  nodes  consistent  with  a 
diagnosis  of  lymphoma. 

The  patient  underwent  a negative  exploratory 
laparotomy  on  October  31.  She  was  discharged  on 
November  2 after  an  uneventful  postoperative  course. 

COMMENT:  This  patient  was  explored  primarily  on  the 
basis  of  a positive  lymphangiogram.  If  she  had  Hodgkin’s 

★ 
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Director  of  Medical  Education  at  The  Denver  Clinic  and  Assistant  Clinical  Professor  of 
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disease  and  the  diagnosis  weren’t  made  until  the  disease 
became  more  extensive,  her  chance  for  cure  would  have 
been  reduced  significantly. 

CASE  2.  H.D.  was  a 59  year  old  white  male  admitted  to  St. 
Joseph  Hospital  in  Denver  July  9,  1978.  For  six  months 
prior  to  admission  he  had  interscapular  and  left  lower  quad- 
rant pain,  fatigue,  and  anorexia.  He  had  lost  30  pounds, 
although  his  weight  had  not  changed  in  the  past  three 
months.  Physical  examination  was  normal  except  for 
emaciation  and  left  lower  quadrant  tenderness.  Laboratory 
studies  which  were  either  normal  or  negative  included  a 
CBC,  SMA-6,  biochemical  survey,  urinalysis,  amylase, 
CEA,  ECG,  chest  x-ray,  bone  scan,  proctoscopic  examina- 
tion, and  barium  enema.  Evidence  of  old  peptic  ulcer  disease 
was  present  on  an  upper  gastroint^tinal  series.  Gastros- 
copy was  negative.  Thoracic  and  lumbar  spine  films  showed 
hypertrophic  changes.  A C-T  scan  demonstrated  enlarge- 
ment of  the  body  and  tail  of  the  pancreas  consistent  with 
either  pancreatitis  or  pancreatic  carcinoma. 

On  July  17,  1978  the  patient  underwent  an  exploratory 
laparotomy.  Mesenteric  lipomatosis  was  found  and  no  evi- 
dence of  pancreatic  malignancy  was  present. 

CASE  3:  M.L.  'Was  a 71  year  old  white  female  admitted  to 
St.  Joseph  Hospital  July  18,  1978.  She  had  a three  month 
history  of  progressive  abdominal  pain,  primarily  epigastric, 
which  was  associated  with  nausea,  vomiting,  and  weight 
loss.  Physical  examination  was  normal.  Laboratory  studies 
which  were  either  normal  or  negative  included  a CBC,  ESR, 
electrolytes,  biochemical  survey,  urinalysis,  lipase,  ECG, 
upper  gastrointestinal  and  small  bowel  series,  barium 
enema  and  abdominal  sonogram.  Abnormal  studies  in- 
cluded an  abdominal  flat  plate  which  demonstrated 
atherosclerosis  of  the  splenic  artery,  a chest  x-ray  which 
showed  signs  of  inactive  tuberculosis  and  a liver-spleen  scan 
which  revealed  a prominent  hilus  and  decreased  uptake  in 
the  inferior  portion  of  the  right  lobe  of  the  liver  consistent 
with  metastatic  disease.  A large  mass  in  the  head  of  the 
pancreas  associated  with  a small  round  low  density  area  in 
the  lower  portion  of  the  right  lobe  of  the  liver  was  found  on 
the  C-T  scan.  These  findings  were  interpreted  as  most  likely 
representing  carcinoma  of  the  pancreas  with  hepatic  exten- 
sion. 

On  July  31  the  patient  underwent  a negative  exploration. 
Several  lipogranulomas  were  found.  He  had  an  uneventful 
postoperative  course  and  was  discharged  on  August  8, 1978. 

COMMENT:  These  two  patients  were  explored  primarily 
because  of  the  C-T  findings  to  rule  out  pancreatic  car- 
cinoma. The  presence  of  abdominal  fat  collections  probably 
produced  the  false  positive  results. 
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Discussion 

The  low  risk  of  nonemergent  exploratory 
surgery  does  not  justify  performing  this  proce- 
dure for  marginal  indications.  This  discussion 
will  exclude  patients  who  present  with  an  acute 
abdomen. 

Patients  are  operated  upon  for  a variety  of 
reasons  which  include  abnormal  symptoms, 
physical  findings,  laboratory  results,  and  diag- 
nostic procedures. 

Symptoms 

The  most  common  symptoms  that  result  in 
exploration  are  abdominal  pain  and  weight  loss. 
Chronic  abdominal  pain  is  extremely  difficult  to 
evaluate.  The  yield  from  exploratory 
laparotomy  for  this  symptom  varies  widely, 
ranging  from  0 per  cent^  to  80  per  cent^  with  an 
average  of  about  40  per  cent.^  Organic  disease 
has  been  found  most  often  in  older  males  with 
symptoms  of  less  than  one  year’s  duration  and 
in  those  patients  whose  abdominal  pain 
changed  in  character  and  location.  The  presence 
of  a greater  than  five  pound  weight  loss  and 
fever  at  any  time  also  increase  the  yield.  Con- 
siderable weight  loss  in  the  absence  of  abdomi- 
nal pain  can  be  caused  by  psychiatric  conditions 
such  as  anorexia  nervosa,  which  may  mimic 
organic  abdominal  disease.  Patients  with  these 
symptoms  must  be  carefully  selected  for 
surgery. 

Physical  Findings 

The  most  common  physical  findings  that  re- 
sult in  exploration  are  fever  of  unknown  origin 
(FUO)  and  jaundice,  usually  extrahepatic  in 
origin. 

The  yield  from  exploratory  laparotomy  in  pa- 
tients with  FUO  ranges  from  57  to  82  per  cent,"*  ® 
so  that  a significant  percentage  of  these  proce- 
dures are  negative.  Malignancy,  especially 
lymphomas  and  infections,  particularly  tuber- 
culosis and  biliary  tract  disease,  were  diseases 
most  commonly  diagnosable  by  laparotomy.'^ 
An  exploration  is  more  likely  to  be  positive  if 
the  patient  has  a pleural  effusion,  hepatome- 
galy, splenomegaly,  an  abdominal  mass,  as- 
cites, fever  of  greater  than  two  months’  dura- 
tion, an  increased  alkaline  phosphatase,  or  ab- 
normal gastrointestinal  or  genitourinary  x- 
rays. 


Indications  for  exploration  in  patients  with 
FUO  include  weight  loss,  debility,  and  progres- 
sive disease.  The  presence  of  abdominal 
symptoms  has  been  an  unreliable  indicator  of 
organic  abdominal  pathology  in  some  series. 
The  absence  of  major  system  involvement  and 
clinical  deterioration  of  the  patient  may  allow 
one  to  defer  laparotomy.  The  Johns  Hopkins 
investigators®  emphasized  that  one  should  not 
proceed  with  laparotomy  hastily  because  20  per 
cent  of  their  patients  recovered  spontaneously. 
The  morbidity  and  mortality  with  exploration 
for  patients  with  FUO  was  low  in  these  series^"® 
but  this  doesn’t  justify  unnecessary  explora- 
tions. The  extent  of  the  procedure  will  affect  the 
complication  rate.  Extensive  retroperitoneal 
exploration  and  opening  the  bowel  will  increase 
the  risk.  Fortunately  patients  who  have  nega- 
tive laparotomies  usually  have  an  excellent 
prognosis. 

In  rnost  series  patients  who  present  with 
jaundice  of  obscure  etiology  have  a low  opera- 
tive mortality.  There  is  a debate  among  sur- 
geons as  to  whether  a mini-laparotomy  or  a 
formal  procedure  should  be  done  in  this  set- 
ting.® The  newer  diagnostic  procedures  which 
will  be  discussed  subsequently  should  decrease 
the  number  of  negative  explorations  for  jaun- 
dice. 

Laboratory  Tests 

Certain  abnormal  laboratory  tests  can  cause 
confusion.  The  carcinoembryonic  antigen 
(CEA)  is  not  recommended  as  a screening  test. 
However,  if  a patient  has  suggestive  evidence  of 
malignancy  (i.e.,  significant  weight  loss,  etc.) 
and  a negative  abdominal  workup  but  a high 
CEA  (greater  than  30  ng/ml),  exploration  might 
be  considered.  A series  of  second  look  proce- 
dures done  for  patients  with  colon  carcinoma 
showed  that  the  CEA  was  88  per  cent  accurate.® 

The  laboratory  studies  that  are  most  helpful 
in  diagnosing  collagen  diseases  are  the  RA  test, 
LE  prep,  and  antinuclear  antibody  (ANA). 
When  the  results  of  these  studies  are  abnormal 
but  non-diagnostic  and  the  patient  has  worri- 
some features  such  as  significant  weight  loss, 
debility,  abdominal  symptoms,  fever,  etc.,  a 
laparotomy  might  be  considered.  The  alterna- 
tive of  treating  the  patient  empirically  with  cor- 
ticosteroids could  make  the  situation  worse  if  an 
occult  infectious  process  were  present.  Unfor- 
tunately in  this  setting  a negative  exploration 
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may  result.  Patients  with  polyarteritis  and  oc- 
casionally other  vasculitides  can  sometimes  be 
diagnosed  by  means  of  renal  or  hepatic  ar- 
teriograms which  may  disclose  multiple 
aneurysms  of  medium  sized  arteries. The  pa- 
tient would  then  be  spared  an  unnecessary  ex- 
ploration. 

Diagnostic  Procedures 

Lymphangiography  results  in  25-30  per  cent 
false  positive  and  negative  studies  in  the  best  of 
hands.  Most  of  these  studies  are  done  on  pa- 
tients with  known  lymphoma  for  staging  pur- 
poses. The  expected  accuracy  would  be  lower  in 
patients  with  undiagnosed  disease, “ such  as 
our  first  patient.  Normal  sized  diseased  nodes  in 
the  inguinal,  iliac,  and  periaortic  chains  can  be 
visualized. 

It  is  unlikely  that  a patient  would  be  explored 
solely  on  the  basis  of  a positive  gallium  scan, 
except  possibly  for  an  abscess  if  other  clinical 
evidence  is  consistent  with  that  diagnosis.  In 
most  series  this  study  has  an  accuracy  rate  of  84 
to  100  per  cent^2  for  detecting  intra-abdominal 
abscesses.  However,  Norton^^  found  the  proce- 
dure was  only  64  per  cent  accurate  and  there 
were  22  per  cent  false  positives.  He  stated  that 
the  gallium  scan,  C-T  scan,  and  ultrasound 
were  of  equal  value  for  this  purpose.  Gallium 
scanning  has  produced  only  a 50  per  cent  yield 
for  malignant  disease  below  the  diaphragm.  It 
is  much  more  accurate  for  defining  supradia- 
phragmatic disease. 

Sonography  can  be  misleading  also.  If  a posi- 
tive result  is  obtained  we  would  recommend 
repeating  the  test  or  performing  a C-T  scan  for 
confirmation  before  considering  a laparotomy. 
Abdominal  gas  makes  this  procedure  uninter- 
pretable in  about  20  per  cent  of  patients.  Sonog- 
raphy detects  disease  more  accurately  in  the 
pelvis  than  in  the  upper  abdomen.  The  resolu- 
tion of  the  sonogram  and  the  C-T  scan  is  about  2 
cm.  Multiple  small  peritoneal  implants  and 
normal  sized  diseased  nodes  may  be  missed  by 
both  studies.  However,  enlarged  nodes  outside 
the  area  visualized  by  the  lymphangiogram 
such  as  the  mesenteric  chain  which  is  fre- 
quently involved  in  non-Hodgkin’s  lymphoma 
can  be  defined.'"* 

The  C-T  scan  is  superior  to  the  sonogram  for 
diagnosing  disease  in  the  upper  abdomen  with 
the  exception  of  gallstone  detection.  Obese  and 
gaseous  patients  can  be  more  accurately  studied 


by  means  of  this  procedure,  whereas  thin  pa- 
tients can  best  be  evaluated  by  sonography.  The 
C-T  scan  can  demonstrate  abdominal  anatomy 
in  superb  detail.  Robbins'^  found  that  16  per 
cent  of  their  examinations  produced  informa- 
tion not  otherwise  available.  This  study  is  of 
considerable  value  in  defining  malignant  dis- 
ease involving  the  retroperitoneum,  adrenal 
glands,  pelvis,  liver'®,  mesentery,  and  omen- 
tum.''^ The  use  of  contrast  material  is  important 
since  unopacified  bowel  loops  may  be  mistaken 
for  a mesenteric  mass.  There  were  no  false  posi- 
tives in  Levitt’s  series''*  of  39  patients,  but 
Cooperman'®  had  five  false  positive  pancreatic 
C-T  scans  in  forty  normal  patients. 

The  sonogram'®  and  C-T  scan  have  an  accu- 
racy rate  in  excess  of  90  per  cent  in  determining 
whether  jaundice  is  of  intrahepatic  or  ex- 
trahepatic  origin.  If  these  studies  demonstrate 
extrahepatic  obstruction  then  either  retrograde 
(ERCP)  or  transhepatic  cholangiography^® 
(THC)  may  provide  more  specific  information 
about  the  site  and  etiology  of  the  obstruction, 
although  the  C-T  scan  occasionally  can  provide 
the  same  information.^'  THC  when  done  with 
the  skinny  needle  technic  is  easier,  cheaper  and 
less  time  consuming  than  ERCP. 

Fitzgerald  et  found  that  the  C-T  scan  was 
the  most  accurate  procedure  for  detecting  pan- 
creatic carcinoma.  Arteriography  may  be  diag- 
nostic but  false  positives  and  negatives  occur 
frequently.  The  procedures  for  evaluating  jaun- 
dice are  quite  accurate  and  hopefully  will  de- 
crease the  number  of  unnecessary  explorations. 


Special  situations 

Laparotomies  are  done  for  specific  puiposes 
in  select  situations  for  designing  treatment 
programs  with  the  expectation  of  a negative 
result  a significant  percentage  of  the  time. 

Surgical  staging  should  be  considered  for 
Hodgkin’s  disease  only  if  the  patient  is  a 
reasonable  surgical  risk  and  the  treatment  pro- 
gram would  be  changed  by  finding  abdominal 
disease.  Knowledge  of  disease  extent  will  help 
design  of  a treatment  program  that  will  greatly 
improve  the  chance  for  cure.  There  will  be  fewer 
indications  for  exploration  if  combinations  of 
radiotherapy  and  chemotherapy  are  used  more 
widely  for  the  intermediate  stages.^®  Surgical 
staging  for  non-Hodgkin’s  lymphomas  is  being 
done  primarily  in  research  centers.  It  is  espe- 
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dally  useful  for  staging  patients  with  poten- 
tially curable  diffuse  histiocytic  lymphoma. 
Staging  procedures  for  lymphoma  detect  occult 
disease  approximately  30  per  cent  of  the  time. 

Second  look  operations  are  useful  for  deter- 
mining the  presence  or  absence  of  malignant 
disease.  The  results  will  enable  the  physician  to 
decide  whether  or  not  to  discontinue 
chemotherapy.  This  procedure  is  of  marginal 
value  for  patients  with  colon  carcinoma,  be- 
cause of  the  ineffectiveness  of  adjuvant 
chemotherapy  to  date.  For  patients  with  ova- 
rian carcinoma  a second  look  procedure  may  be 
of  great  value.  Rutledge  reported  that  patients 
with  negative  second  look  procedures  whose 
chemotherapy  was  discontinued  had  a 90  per 


cent  flve'year  survival  rate.  Elderly  patients 
with  high  grade  extensive  disease  were  most 
likely  to  relapse  and  might  best  be  kept  on 
chemotherapy. 

Summary 

When  an  abdominal  exploration  is  being  con- 
sidered, the  decision  should  be  based  on  the 
summation  of  abnormal  symptoms,  signs, 
laboratory  results  and  diagnostic  procedures 
and  not  solely  on  the  latter.  The  benefits  and 
pitfalls  of  the  newer  procedures  have  been  re- 
viewed and  should  be  kept  in  mind  before  a final 
decision  regarding  exploration  is  made.# 
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Carcinoid  tumor  of  the  thymus* 


Robert  B.  Cooper,  MD,  Charles  W.  VanWay  III,  MD,  and 
William  A.  Robinson,  MD,  PhD,  Denver,  Colorado 


The  cellular  derivation  of  carcinoid  tumors  is  the 
neuroendocrine  Kulchitsky  cell  which  is  present  in 
multiple  organ  systems.  We  describe  a case  of  car- 
cinoid tumor  of  the  thymus  and  propose  an  aggressive 
approach  to  its  treatment  based  upon  a review  of 
similar  cases. 


Carcinoid  tumors  were  once  thought  to  occur 
only  within  the  digestive  tract.  With  the  rerog- 
nition  of  its  varied  histologic  patterns,  and  as  a 
result  of  the  increased  use  of  specialized  his- 
tochemical  staining  technics  and  electron  mic- 
roscopy, carcinoid  neoplasms  have  been  diag- 
nosed more  recently  in  other  organ  systems. 
While  it  is  still  true  that  85-90  per  cent  of  car- 
cinoid tumors  appear  to  arise  from  organs  of  the 
digestive  system,  approximately  10  per  cent  are 
found  elsewhere,  primarily  in  the  lung  and 
bronchi  but  also  in  the  ovary,  uterine  cervix, 
and  testes. h 3 Primary  thymic  carcinoid  tumors 
have  been  described,  though  with  considerably 
less  frequency.  These  have  on  occasion  been 
found  in  association  with  Cushing’s  syndrome 
or  other  multiple  endocrine  abnormalities. We 
report  a case  of  carcinoid  tumor  of  the  thymus  in 
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a young  man  with  symptomatic  pericardial  in- 
volvement and  successful  treatment  with  com- 
bined surgical  removal  and  radiation  therapy. 
The  object  of  this  report  is  to  point  up  the  clini- 
cal and  histological  features  of  this  disorder  and 
to  review  the  current  methods  of  therapy. 


CASE  REPORT 

The  patient  is  a 40  year  old  male  mechanic  who  presented 
with  a six  month  history  of  increasing  fatigue  and  malaise. 
Five  days  prior  to  admission  he  noted  the  gradual  onset  of 
right-sided  pleuritic  and  retrosternal  chest  pain.  The  pa- 
tient gave  no  history  of  palpatations,  flushing,  gastrointes- 
tinal disturbance,  wheezing,  fever,  night  sweats,  or  weight 
loss.  The  patient’s  past  history  and  family  history  were 
noncontributory. 

Physical  examination  disclosed  a muscular,  healthy  look- 
ing man  complaining  of  pain  in  his  chest.  The  blood  pressure 
was  134/84  in  the  right  arm  and  130/80  in  the  left  arm  in  the 
sitting  position  without  significant  orthostatic  changes  or 
paradoxical  pulse.  The  pulse  rate  was  100  per  minute  and 
the  respiratory  rate  was  20  per  minute.  The  remainder  of 
the  physical  examination  was  normal  with  the  exception  of 
a three  component  pericardial  friction  rub  best  heard  at  the 
cardiac  apex.  The  hemoglobin  was  15.6  gm%;  the  white 
blood  count  13,900  with  78%  granulocytes,  13%  lympho- 
cytes, and  9%  monocytes.  The  sedimentation  rate  was  45 
mm/hr;  the  creatinine  was  1.0.  Liver  function  tests,  serum 
electrolytes,  serum  albumin,  and  globulins  were  quantita- 
tively normal.  An  electrocardiogram  showed  ST-segment 
elevation  over  the  anterior  and  lateral  precordial  leads  con- 
sistent with  acute  pericarditis.  A chest  x-ray  (Figures  1 and 
2)  showed  bilateral  perihilar  masses  which  appeared  to  lie 
in  the  anterior  mediastinum.  Small  bilateral  pleural  effu- 
sions were  also  present.  An  echocardiogram  of  the  cardiac 
area  revealed  a definite  pericardial  effusion  and  defined  a 
mediastinal  mass  that  was  separate  from  the  vascular 
structures. 

Mediastinoscopy  was  performed  under  general  anes- 
thesia. No  abnormalities  were  seen.  Four  grossly  normal 
lymph  modes  were  biopsied.  In  one  node  a few  sinusoids 
were  filled  with  uniform  small  round  cells  with  rounded 
nuclei  and  granular  eosinophilic  cytoplasm  with  occasional 
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mitoses  and  degenerafing  forms.  No  diagnosis  could,  how- 
ever, be  made.  Subsequently,  the  patient  underwent  me- 
dian sternotomy  and  mediastinal  exploration.  At  operation 
a 10  X 12  cm  somewhat  lobular,  firm  mass  was  found.  The 
tumor  extended  from  the  posterior  sternum  to  the  anterior 
pericardimn,  and  was  contiguous  with  and  inseparable  from 
the  thymus.  The  bulk  of  the  tumor  mass  and  a generous 
section  of  the  anterior  pericardium  were  excised.  The  in- 
nominate vein  was  found  to  be  enveloped  in  tumor  tissue 
and  was  resected.  While  the  main  tumor  mass  was  resected, 
small  implants  were  noted  elsewhere  in  the  mediastinum. 
Postoperatively,  the  patient’s  pericardial  friction  rub  was 
gone,  and  his  pain  cleared.  With  the  knowledge  that  some 
tumor  was  left  behind,  the  patient  underwent  radiation 
therapy,  receiving  5000  rads  to  the  entire  anterior  medias- 
tinum over  a 5 week  period. 

Pathologic  examination  of  the  specimen  removed  at 
thoracotomy  revealed  the  typical  appearance  of  a carcinoid 
tumor.  There  were  large  nests,  and  occasional  ribbons,  or 
monotonous  cells  having  clear  cytoplasm  and  round  vesicu- 
lar nuclei.  Mitoses  were  rare.  Many  blood  vessels  contained 
masses  of  tumor  cells  and  portions  of  normal  thymus  were 
found  abutting  the  main  tumor  mass.  Argyrophilic  granules 
and  argentiffin  granules  were  not  identified.  Electronmic- 
roscopy  did  reveal  structures  consistent  with  neurosecret- 
ory granules  and  confirmed  the  diagnosis  of  carcinoid. 

Postoperatively,  24  hour  urine  specimens  from  the  pa- 
tient were  studied  for  levels  of  5HIAA,  catecholamines,  and 
VMA.  Repeat  serum  calcium,  phosphorus,  and  corticos- 
teroid levels  were  also  determined  as  were  serum  gastrin 
and  glucose  tolerance  tests.  All  of  these  were  found  to  be 
within  normal  limits.  Radiographic  examination  ofthe  sella 
turcica  was  also  normal. 

The  patient  is  free  of  disease  and  without  any  untoward 
side  effects  of  his  therapy,  now  12  months  after  the  diag- 
nosis. 


Discussion 

The  cellular  source  of  carcinoid  tumors  is 
thought  to  be  the  neuroendocrine  granule  con- 
taining Kulchitsky  cells.  These  cells  are  of 
neural  derivation  and  were  known  to  be  present 
in  the  normal  gastrointestinal  tract  for  more 
than  50  years  before  they  were  also  discovered 
in  human  bronchial  mucosa  and  the  thymus 
gland.  In  fact,  the  recognition  that  carcinoid 
tumors  could  occur  outside  the  digestive  tract 
preceded  the  knowledge  that  the  cells  giving 
rise  to  these  tumors  are  found  in  other  areas. 

The  embryonic  source  of  the  cells  giving  rise 
to  the  carcinoid  tumors  plays  a large  role  in 
determining  the  presence  or  absence  of  as- 
sociated syndromes.  The  tumors  arising  from 
organs  of  hindgut  derivation,  such  as  the  left 
hemicolon  and  rectum,  are  rarely  associated 
with  any  endocrine  abnormalities.  In  opposi- 
tion, carcinoids  arise  in  organs  derived  from  the 
midgut;  jejunum,  ileum,  appendix  and  right 
hemicolon  are  frequently  associated  with  the 
carcinoid  syndrome.  Those  tumors  arising  from 
organs  of  foregut  derivation,  such  as  lung. 


Fig.  1.  Admission  roentgenogram  demonstrated  perihilar  masses 
and  a mass  seemingly  contiguous  with  the  heart  on  the  left. 


stomach,  pancreas,  duodenum,  and  thymus,  are 
not  infrequently  associated  with  multiple  en- 
docrine adenomatosis  and/or  Cushing’s  syn- 
drome.® 

Of  particular  interest  are  carcinoids  which 
appear  to  arise  in  the  thymus.  As  indicated 
above,  they  may  be  associated  with  multiple 
endocrine  adenomatosis  and  are  frequently 
complicated  by  local  invasion  into  vital  organs, 
most  frequently  the  pericardium  and  great  ves- 
sels. Seventeen  cases  without  other  associated 
endocrine  abnormalities  have  been  reported. 
Most  were  males  with  an  age  range  from  30  to 
60  years.  The  majority  of  tumors  were  located  in 
the  anterior  mediastinum  with  occasional 
metastasis  to  regional  lymph  nodes.  Distant 
metastasis  was  unusual.  As  in  our  case,  the 
treatment  of  this  tumor  was  in  the  majority  of 
instances  direct  resection  with  radiation 
therapy  in  the  immediate  postoperative  period, 
if  gross  tumor  remained  after  surgery,  or  when 
local  recurrence  developed.  Fifty  per  cent,  5 
year  disease-free  survival  has  been  reported.***® 
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Fig.  2.  The  lateral  projection  demonstrated  the  bulk  of  the  tumor  to 
be  in  the  anterior  mediastinum. 


These  modalities  of  therapy  would  appear  to  be 
the  most  effective  in  carcinoid  neoplasms  in 
general.  Chemotherapy  of  carcinoid  tumors  is 


only  marginally  effective  with  5FU,  actinomy- 
cin  D,  streptozoticin,^  DTIC  ® and  Adriamycin®* 
report  of  chemotherapy  of  a mediastinal  car- 
cinoid suggest  that  tumor  regression  of  short 
cinoid  suggests  that  tumor  regression  of  short 
duration  could  be  accomplished  using  cyc- 
lophosphamide and  vincristine  in  combination, 
and  adriamycin  alone. 

Conclusion 

The  rationale  for  surgical  excision  is  only  par- 
tially to  reduce  the  tumor  bulk  and  render 
radiotherapy  more  effective.  These  tumors  tend 
to  invade  the  pericardium  and  the  great  veins. 
Palliative  resection  is  indicated  to  prevent  the 
development  of  both  constrictive  pericarditis 
and  the  superior  vena  cava  syndrome. 

We  report  a case  of  a carcinoid  tumor  of  the 
thymus,  unassociated  with  an  endocrinopathy. 
We  hope  to  call  attention  to  this  uncommon 
disorder  and  add  it  to  the  list  of  neoplasms  to  be 
considered  when  confronted  with  an  anterior 
mediastinal  mass.# 


FOOTNOTE 

Two  years  after  diagnosis,  the  patient  presented  with  severe  bone  pain  and 
was  found  to  have  multiple  widespread  metastases  to  bone,  liver,  and  lumbar 
nerve  roots.  He  refused  any  further  therapy  and  died  one  year  later.  An  autopsy 
was  not  performed. 
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CLINICAL  BRIEF 


Placenta  accreta 

A Case  Report 


Ray  G.  Witham,  MD,  and  Bernard  J.  Malberg,  MD,  Craig,  Colorado 


Placenta  accreta  is  a complication  of  pregnancy  defined  as 
an  abnormal  adherence  of  a part  or  all  of  the  placenta  to  the 
uterine  wall  with  partial  or  complete  absence  of  the  decidua 
basalis.  Chorionic  villi  then  penetrate  to  and  through  the 
serosa  and  into  such  extra-uterine  organs  as  the  urinary 
bladder  and  colon  or  other  contiguous  organs.  The  pattern  of 
growth,  interestingly,  matches  that  of  uncontrolled  inva- 
sive tiunor.  Some  authors,^  on  the  basis  of  the  degree  of 
pathology  involved  have  tried  to  break  the  definition  down 
to  placenta  increta  meaning  penetration  of  the  uterine  wall 
and  placenta  accreta  meaning  invasion  of  the  uterine  wall 
to  the  serosa. 

The  degree  of  invasion  is  of  great  importance  in  the  man- 
agement of  this  complication.  Unfortunately  when  the 
symptoms  first  occur,  one  can  only  guess  at  the  degree  of 
involvement.  Often  a final  diagnosis  can  be  made  only  if  a 
hysterectomy  is  done.  One  should  be  alerted  to  the  probabil- 
ity of  the  condition  given  the  set  of  circumstances  outlined 
below. 

A review  done  20  years  ago^  in  two  hospitals  over  a ten 
year  period  disclosed  an  incidence  of  approximately  one  in 
10,000  of  all  varieties  listed  above.  Another  study®  of  106 
cases  reviewed  in  the  literature  through  1972  showed  that 
in  the  76  cases  where  hysterectomy  was  performed,  the 
mortality  was  50  per  cent,  and  where  conservative  man- 
agement was  carried  out  the  mortality  was  65  per  cent.  It  is 
also  noted  by  many  authors  that  in  more  than  90  per  cent  of 
women  with  placenta  accreta  there  exists  either  multipar- 
ity, previous  C-section,  abortion,  or  curettage  or  a combina- 
tion of  the  above. 

One  of  the  outstanding  features  of  this  patient  in  this  case 
report  was  uncontrolled  uterine  bleeding  following  the  sec- 
ond st^ge  of  labor  associated  with  inability  to  consummate 
normal  delivery  of  the  placenta.  This  case  is  of  special  inter- 
est for  two  reasons;. 

(1)  Patient  was  a young  primigravida  with  no  previous 
history  of  uterine  disease,  curettement,  or  other  uterine 
manipulations. 

2.  Manifestation  of  massive  vaginal  hemorrhage  follow- 
ing routine  delivery  of  a term  infant,  managed  as  outlined 
below,  without  benefit  of  intravenous  blood  or  blood  pro- 
ducts because  of  religious  beliefs  held  by  patient  and  her 
family. 


Figure  1 shows  the  uterus  with  the  placenta  accreta. 


CASE  REPORT 

S.H.  was  a gravida  1,  para  0,  18  year  old  woman  in  good 
general  condition.  She  reported  menarche  at  13  years.  She 
had  normal  periods.  Her  previous  menstrual  period  was 
October  1972.  This  gave  her  a date  of  expected  confinement 
of  July  27,  1973.  A review  of  past  history,  family  history, 
and  history  of  systems  was  negative  except  for  tonsillectomy 
and  a laceration  of  the  left  calf  which  healed  secondarily 
without  complications.  Her  prenatal  course  was  marked  by 
hyperemesis  up  until  the  third  month,  but  it  spontaneously 
disappeared  at  this  time.  Initial  weight  was  125  lbs.  Initial 
hemoglobin  was  12  gms,  and  initial  HOT  was  40%.  Blood 
type  was  O Rh  positive.  During  monthly  visits  she  was 
found  to  be  normotensive,  a condition  which  persisted 
throughout  her  entire  prenatal  course.  Her  weight  at  the 
end  of  her  pregnancy  was  147  lbs.  representing  a 23  lb. 
weight  gain.  About  two  weeks  before  admission  for  delivery , 
she  had  mild  bloody  show  but  no  cramps. 

On  the  27th  of  July,  which  was  her  due  date,  she  stated 
that  she  had  some  pains  10-15  minutes  apart,  and  was  noted 
to  be  partially  dilated.  It  was  felt  that  she  was  at  term.  She 
was  admitted  to  the  hospital  and  the  membranes  were  rup- 
tured. She  had  a rapid  termination  of  labor  having  almost  a 
precipitated  birth  I-V2  hours  following  the  rupture  of  the 
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membranes.  Xylocaine  2%  was  administered  subcutane- 
ously for  the  repair  of  an  episiotomy.  The  baby  weighed  5 
lbs.  plus  and  had  Apgars  of  8 at  1 minute  and  10  at  5 
minutes.  It  appeared  to  be  of  40  week  gestational  age. 

One  hour  after  delivery  of  the  baby  there  was  no  apparent 
release  of  the  placenta.  Crede  expression  was  attempted 
over  the  next  two  hours,  but  bleeding  became  increasingly 
severe.  Since  there  appeared  to  be  no  immediate  prospect  for 
release  of  the  placenta,  it  was  decided  to  pack  the  uterus. 
This  was  done  with  Iodoform  packing,  and  the  patient  was 
sent  back  to  the  ward.  Bleeding  appeared  to  be  under  control 
at  this  point.  A subclavian  cannula  was  passed  in  anticipa- 
tion of  hemorrhage.  The  patient  and  family  were  notified 
that  there  was  possible  complication  in  delivering  the 
placenta,  and  that  severe  bleeding  was  anticipated.  The 
request  was  reinitiated  for  permission  to  administer  whole 
blood  and  blood  products.  This  was  refused. 

The  patient  was  watched  expectantly  all  through  the  re- 
mainder of  the  day  and  at  midnight  hemoglobin  was  noted 
to  be  10  gms,  hematocrit  30%.  The  packing  was  left  in  place 
until  the  next  morning.  At  that  time,  the  packing  was 
gradually  removed.  When  about  half  of  the  pack  was  ex- 
tracted, profuse  bleeding  again  occurred.  Attempts  were 
made  at  this  time  to  remove  the  placenta  manually,  but  it 
was  found  to  be  fixed  so  that  the  hand  could  not  be  circled 
around  it. 

A few  fragments  of  placenta  were  removed;  otherwise  no 
loosening  of  the  placenta  was  apparent.  The  patient  was 
once  again  tightly  repacked  vaginally.  At  this  time  she  had 
a drop  of  blood  pressure  from  100  systolic  to  approximately 
80  and  CVP  was  noted  to  be  in  the  minus  area. 

All  during  this  day  fluid,  electrolyte,  and  dextran  solu- 
tions were  given  in  appropriate  amounts  to  keep  the  pa- 
tient’s blood  pressure  up.  The  patient  was  placed  in  deep 
Trendelenburg  position  in  bed.  Consultation  was  held  with 
an  obstetrician  in  Denver. “*  It  was  decided  that  the  patient 
should  be  taken  to  the  table  again,  the  packing  removed 
slowly,  and  preparation  made  for  hysterectomy  if  the 
placenta  could  not  be  recovered.  This  was  done  on  the  even- 
ing of  the  second  day  following  delivery  which  was  approxi- 
mately 36  hours  after  the  delivery.  One  hour  before  being 
taken  to  surgery,  the  patient  had  a hemoglobin  of  6 gms,  and 
a hematocrit  of  17%.  When  the  patient  was  taken  to  surgery 
to  remove  the  packing  for  the  last  time,  the  hemoglobin  was 
found  to  be  4.9  gms  and  hematocrit  14%.  Rapid  infusion  of 
electrolytes  was  begun.  The  patient  was  placed  in  deep 


Trendelenburg  position  and  the  packing  was  slowly  re- 
moved. Bleeding  was  again  extreme.  Blood  pressure  fell  to 
60  and  the  patient  was  prepared  for  laparotomy. 

Following  the  hysterectomy  the  patient  had  a course  of 
gradual  recovery  from  shock.  CVP  remained  at  0,  blood 
pressure  rose  to  100/80  with  associated  tachycardia,  but  no 
bleeding  occurred  following  the  hysterectomy.  She  was 
placed  on  prophylactic  Keflin  and  Ampicillin.  It  was  notable 
that  two  days  after  the  procedure  E coli  was  grown  out  of  the 
uterine  culture.  Intravenous  Imferon  was  given  to  the  pa- 
tient postoperatively  along  with  B12  hypodermically  and 
folic  acid  by  mouth.  The  patient  was  discharged  from  the 
hospital  on  the  11th  post  partum  day  and  was  sent  home  on 
ferrous  sulphate  325  mgs.  t.i.d.  Her  final  hematocrit  previ- 
ous to  discharge  was  17%.  She  made  a gradual  recovery  to 
normal  levels  within  the  next  six  weeks  and  had  an  une- 
ventful postoperative  course. 

Discussion 

The  entire  situation  was  frustrating.  We  knew  only  that 
we  had  a retained  placenta  with  serious  uncontrollable 
hemorrhage,  but  we  could  not  replace  blood  in  this  woman 
who  was  in  hemorrhagic  shock.  We  could  only  rely  on  im- 
proving our  monitoring  technics  with  replacement  of  vol- 
ume expanders  and  electrolyte  water  solutions.  This  we  did 
by  routine  analysis  of  the  patient’s  general  condition 
monitoring  vital  signs  such  as  pulse  rate,  blood  pressure, 
and  fluid  challenge  technics  with  central  venous  pressure  as 
a guideline,  a particularly  valuable  procedure.  The  usual 
monitoring  of  urine  output,  hemoglobin,  and  hematocrit 
determination  as  noted  above  was  done. 

Finally,  confronted  with  the  dilemma  of  being  unable  to 
give  blood  or  to  stop  the  blood  flow  by  packing  and  other 
measures  outlined  above,  we  were  compelled  to  recommend 
the  last  resort  — abdominal  hysterectomy.  This  course  was 
initially  indicated,  had  we  been  aware  that  a true  accreta 
was  present  - as  was  later  proved  pathologically.  Knowing 
that  we  had  a moribund  patient,  we  elected  to  do  a pelvic 
laparotomy  and  proceeded  to  a hysterectomy  on  this  18-year 
old  woman. 

Although  this  condition  is  rare  — especially  in  these 
circumstances  — the  lesson  is  clear  cut.  If  one  will  diagnose 
the  cause,  monitor  the  hemorrhage  and  shock,  and  correct 
the  causes,  whether  allowed  to  give  blood  or  not,  a satisfac- 
tory result  can  be  obtained  as  herein  documented.  • 
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Bronchogenic  cyst,  intra-abdominal 


Gordon  D.  Murley,  MD,  and  Theodore  R.  Lenz,  MD, 

Pueblo,  Colorado 


Bronchogenic  cysts  are  congenital  anomalies  usually 
found  within  the  chest  and  adjacent  to  the  tracheobronchial 
tree.  There  have  been  reports  of  bronchogenic  cysts  in  the 
superior  mediastinum,  and  in  1973  Constant  et  al.'^  pre- 
sented a review  of  the  literature  of  cases  in  which  bron- 
chogenic cysts  appeared  in  the  suprasternal  area. 

A review  of  the  literature  shows  no  documentation  of 
cases  where  bronchogenic  cysts  occur  subdiaphrag- 
matically.  The  case  presented  thus  represents  an  interest- 
ing phenomenon  of  bronchogenic  cysts. 

CASE  REPORT 

R.V.  (168983),  17  year  old  male  was  seen  by  his  family 
physician  with  a two  week  history  of  a "cold.”  There  had 
been  no  history  of  chronic  respiratory  symptoms  and  no 
history  of  difficulty  swallowing  or  other  G.I.  symptoms. 
Physical  exam  showed  a healthy  male  with  no  abnormal 
findings.  A routine  chest  x-ray  revealed  a mass  beneath  the 
left  hemidiaphragm.  A barium  swallow  was  performed 
which  documented  the  mass  as  outside  the  esophagus  and 
with  no  communication.  No  air  fluid  levels  were  seen,  and 
there  were  no  symptoms  of  acute  infection. 

A transabdominal  exploration  was  performed.  The  mass 
was  soft  and  cystic  and  there  was  no  indication  of  inflamma- 
tion. There  was  adherence  of  the  left  hemidiaphragm  and 
when  this  was  mobilized,  the  cyst  was  found  to  be  attached 
to  the  esophagus.  The  attachment  was  approximately  2-3 
cm  above  the  cardi  oesophageal  junction  but  no  intraluminal 
connection  was  demonstrated.  The  contents  of  the  cyst  were 
a mucoid  material  with  no  sign  of  infection. 

Histologically,  the  lining  epithelium  of  the  cyst  revealed 
ciliated  pseudostratified  columnar  epithelial  cells  charac- 
teristic of  bronchial  epithelium.  Several  sections  revealed 
well  differentiated  hyaline  cartilage. 

Postoperatively  there  were  no  problems.  On  subsequent 
visits  the  patient  remained  asymptomatic. 

Discussion 

Embryologically  the  ventral  foregut  forms  the  respira- 
tory system  while  the  dorsal  fomegut  develops  into  the  G.I. 
tract.  Most  authorities  believe  that  bronchogenic  cysts  de- 
velop in  the  early  stage  of  the  embryo  when  it  is  4-5  mm 
long.  Cysts  associated  with  the  esophagus  may  result  from  a 
defect  in  the  septum  which  separates  foregut  into  trachea 
and  esophagus. 2 Some  authors  feel  there  is  no  sharp  distinc- 
tion between  cysts  of  respiratory  origin  and  those  of  diges- 
tive system  origin.®  It  is  because  of  this  similarity  that  some 
authors  consider  them  as  bronchoesophageal  cysts.  Others 
feel  that  bronchogenic  cysts  must  be  adjacent  to  the  trachea 
or  main  bronchi. 


\ 


Fig.  1 . Routine  chest  x-ray.  Note  mass  at  left  cardiophrenic  angle. 

The  histology  of  the  cysts  may  vary  widely,  but  usually 
then  contain  ciliated  columnar  epitheluim.  Some  authors 
feel  that  a cyst  of  bronchogenic  origin  must  be  adjacent  to  a 
bronchi  or  contain  cartilage.  The  presence  ofhyaline  cartil- 
age has  been  the  main  distinguishing  feature  of  bron- 
chogenic cysts  from  enterogenous  cysts. 

Varying  reports  occur  as  to  symptoms  that  are  caused  by 
bronchogenic  cysts.®’  Gerami  and  associates®  reported  on 
the  severe  respiratory  difficulty  which  can  occur  in  infants 
as  a result  usually  of  obstructive  emphysema.  Gourin  et  al® 
reported  a 39  per  cent  incident  of  symptoms  in  adults  in 
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Fig.  2.  Magnified  view  of  chest  x-ray  showing  mass  adjacent  to  Fig.  3.  U.G.I.  with  outlined  mass  lesion  adjacent  to  esophagus, 
diaphragm.  No  air  fluid  level  noted. 


Fig.  4.  Magnified  view  ofU.G ./.  showing  lesion.  No  communication 
with  esophagus  noted. 


Fig.  5.  Histologic  section  of  cyst  wall  showing  ciliated  pseudos- 
tratified  columnar  epithelium  and  hyaline  cartilage. 


their  review  of  the  literature,  and  these  were  most  com- 
monly chest  pain  or  infection. 

Summary 

The  case  presented  is  an  asymptomatic  young  adult  who 
was  discovered  to  have  a mass  subdiaphragmatically  on 
routine  chest  x-ray.  The  case  is  unique  in  that  it  is  the  only 
case  to  the  authors’  knowledge  reporting  a bronchogenic 
cyst  appearing  intra-abdominally.  • 


REFERENCES 

‘ Constant,  E.,  Davis,  D.,  Edrainster,  R : Bronchogenic  Cyst  of  the  Suprasternal  Area.  Plast  Reconstr  Surg,  52:88,  1973. 

^ Roger,  L.F.,  and  Osmer,  J.C.:  Bronchogenic  Cyst  AJR,  91:273,  1964. 

“ Gourin,  A.,  Gaizan,  A. A.,  Rosen,  Y.,  Lyons,  H.A.:  Bronchogenic  Cysts.  NY  State  J Med,  714,  1976. 

* Suu,  D.V.,  Caipathios,  J.,  Bogedian,  W,:  Paraesophageal  Bronchogenic  Cysts.  Am  Surg,  32:65,  1966. 

* Gerami,  S..  Richardson.  R,.  Harrington.  B.,  Pate,  J.:  Obstructive  emphysema  due  to  mediastemal  bronchogenic  cysts  in 
infancy . J Thorac  Cardiovasc  Surg,  58:432,  1969, 


244 


Rocky  Mountain  Medical  Journal 


CLINICAL  BRIEF 


Operative  technic  for  inferior  vena  cava 

Umbrella  Filter  Placement 

Ernest  E.  Moore,  MD,  John  B.  Moore,  MD,  and 
Charles  E.  Seibert,  MD,  Denver,  Colorado* 


A technic  for  the  insertion  of  the  Mobin-Uddin  I.V.C.  umbrella 
filter  is  presented  with  emphasis  on  radiographic  control  using 
fluoroscopy  and  numbered  lumbar  lead  markers.  This  simple  ad- 
dition to  previously  described  radiographic  technics  should  help 
avoid  umbrella  filter  misplacement. 


Patients  with  nonfatal  pulmonary  embolism  are  usually 
managed  with  intravenous  heparin.  However,  if  anticoagu- 
lation is  contraindicated,  ineffective,  or  complicated  by 
hemorrhage,  some  form  of  inferior  vena  caval  (I.V.C.)  inter- 
ruption is  required.  Vena  caval  ligation  or  plication  necessi- 
tates a major  abdominal  procedure,  often  poorly  tolerated  in 
this  group  of  patients.  Accordingly,  the  transvenous  ap- 
proach to  caval  interruption  has  been  introduced. 

The  Mobin-Uddin  umbrella  filter  became  clinically 
available  in  January  1970,  and  has  been  used  extensively 
since  that  time.*  Despite  this  experience,  misplacement  of 
the  umbrella  filter  in  the  I.V.C.  impeding  renal  venous 
outflow  or  in  the  renal  or  iliac  veins  has  remained  a compli- 
cation. To  avoid  these  inadvertent  placements,  we  have 
adopted  a standard  radiographic  controlled  approach  for  the 
placement  of  the  I.V.C.  umbrella  with  the  addition  of  lead 
markers  to  aid  in  defining  anatomical  sites  important  for 
proper  positioning. 

Technic 

The  I.V.C.  umbrella  placement  is  performed  in  the  radi- 
ology department  with  appropriate  monitoring  equipment. 
Five  numbered  lead  markers  are  securely  taped  on  the  pa- 
tient’s back  corresponding  to  the  lumbar  vertebral  bodies 
and  a scout  film  of  the  abdomen  is  taken  to  verify  their 
petitioning.  Under  local  anesthesia  a right  internal  jugular 
cutdown  is  performed.  A number  7Fr.  angiographic  catheter 
with  multiple  side  holes  is  manipulated  under  fluoroscopic 
control  into  the  I.V.C.  to  the  L4-5  level.  After  a test  injection 
to  confirm  tip  position  and  flow,  50  c.c.  of  Renographin  76  is 

* Doctor  Ernest  Moore  is  Assistant  Professor.  Department  of  Surgery,  University  of 
Colorado  Health  Sciences  Center,  and  Chief  of  Trauma  Surgery . Denver  General  Hospital, 
Denver,  and  Doctor  John  Moore  is  Resident  in  Surgery,  both  at  the  University  of  Colorado 
Health  Services  Center.  Denver,  and  Doctor  Seibert  is  Associate  Clinical  Professor. 
Department  of  Radiology.  University  of  Colorado  Health  Sciences  Center,  Denver,  and  is 
on  the  Staff  at  Swedish  Medical  Center.  Englewood,  Colorado.  For  reprints  write  Doctor 
Ernest  E.  Moore.  Department  of  Surgery , DenverGeneral  Hospital,  West  8th  and  Cherokee 
Street.  Denver.  Colorado  80204. 


Fig.  1.  Inferior  venocavogram  demonstrating  renal  vein  orifices 
without  vena  caval  anomalies. 


power-injected  in  two  seconds  and  ten  films  of  the  abdomen 
exposed  (2/sec.  x 3 and  1/sec.  x 4).  The  injection  is  made  with 
the  patient  performing  a Valsalva  maneuver  which  im- 
proves reflux  into  the  vena  caval  tributaries.  The  films  with 
lead  marker  reference  pwints  are  inspected  with  particular 
attention  to  inferior  vena  caval  anatomy  including  vascular 
anomalies,  renal  vein  take-offs,  iliac  bifurcation  and  the 
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Fig.  2.  Plain  film  of  abdomen  demonstrating  proper  placement  of 
umbrella  filter. 


presence  of  thrombus  material.  The  renal  veins  are  iden- 
tified by  either  reflux  fill  or  by  negative  inflow  into  the  vena 
cava  (Fig.  1).  The  angiographic  catheter  is  removed  and  the 
application  capsule  is  introduced  via  the  right  internal 
jugular  venotomy  and  under  fluoroscopic  control  advanced 
to  the  iliac  bifurcation.  The  tip  of  the  capsule  is  then  with- 
drawn two  cm.  proximal  to  the  selected  insertion  site  using 
the  lead  markers  as  reference  points.  The  maneuver  ofpush- 
ing  the  capsule  tip  to  the  iliac  bifurcation  is  mandatory  to 
prevent  inadvertent  filter  placement  into  the  right  renal 
vein.  When  proper  capsule  position  is  confirmed,  the  filter  is 
ejected  and  secure  fixation  confirmed  by  traction  on  the 
stylet  under  fluoroscopic  visualization.  A plain  film  of  the 
abdomen  is  taken  prior  to  closure  of  the  right  jugular  ven- 
otomy to  reconfirm  correct  umbrella  filter  placement  (Fig. 
2). 

Discussion 

A technic  for  the  insertion  of  the  Mobin-Uddin  I.V.C. 
umbrella  filter  has  been  reviewed  with  emphasis  on  radio- 
graphic  control  using  fluoroscopy  and  lead  markers  as  accu- 
rate reference  points.  Intravenous  pyelography  and  I.V.C. 
phlebography  have  been  advocated  to  define  I.V.C.  anatomy 
including  anomalies,  renal  vein  inflow  and  iliac  bifurca- 
tion.^ ® Despite  these  precautions,  misplacement  of  the  um- 
brella filter  into  the  renal  vein  outflow  or  into  the  renal  of 
iliac  veins  persists  as  a major  complication  of  this  procedure. 
We  believe  the  use  of  numbered  lead  markers  obviate  the 
need  to  count  vertebral  bodies  under  fluoroscopy  which  may 
lead  to  inaccurate  location  of  anatomical  sites.  This  simple 
addition  to  the  previously  described  radiographic  technics 
would  appear  helpful  in  avoiding  umbrella  filter  misplace- 
ments. • 
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ORGANtZATION 


Charles  M.  Abernathy,  MD,  Montrose,  Colorado,  has 
edited  the  June  1979  issue  of  The  Surgical  Clinics  of  North 
America,  in  which  a symposium  on  the  subject  of  Advances 
in  Small  Hospital  Care,  completely  written  by  Montrose 
doctors,  is  presented,  with  commentaries  by  a variety  of 
distinguished  medical  authorities.  Included  is  the  article 
entitled  "A  Noninvasive  Vascular  Laboratory  in  a Small 
Community  Hospital”  by  Dr.  Abernathy  and  T.C.  Dickin- 
son, MD,  which  was  originally  published  in  the  Rocky 
Mountain  Medical  Journal  for  September/October  1978. 

Psychiatrists  Name  Glasco  President 

Donald  G.  Glasco,  MD,  of  Littleton,  Colorado,  has  been 
named  president  of  the  366-member  Colorado  Psychiatric 
Society,  succeeding  John  Glismann,  MD,  of  Wheat  Ridge. 
David  R.  Rice,  MD,  Boulder  was  named  president-elect  of 
the  Society. 

Dr.  Glasco  earned  his  MD  from  the  University  of  Kansas 
School  of  Medicine,  and  in  1960  completed  his  residency  in 
psychiatry  at  the  University  of  Colorado  Medical  Center.  He 
served  in  the  Marine  Corps  prior  to  entering  practice  at  Fort 
Logan  Mental  Health  Center  and  private  practice  in  Little- 
ton. 


Coloradans  Named  to  Oregon  Faculty 

Six  Colorado  physicians,  members  of  the  Emergency  Med- 
ical Services  staff  of  Denver  General  Hospital,  which  trains 
emergency  medicine  residents  from  the  University  of  Ore- 
gon Health  Sciences  Center  in  the  Emergency  Medical  Ser- 
vices Department  of  the  Denver  hospital,  have  received 
volimteer  clinical  faculty  appointments  at  the  UOHSC. 

They  are  Peter  D.  Bryson,  MD;  Lawrence  R.  Drury,  MD, 
Gerald  S.  Gordon,  MD;  Vince  J.  Markovchick,  MD,  each 
serving  as  clinical  assistant  professors  of  emergency 
medicine. 

Roy  L.  Cromer,  MD,  was  named  clinical  instructor  of 
emergency  medicine  and  Peter  Rosen,  MD,  was  appointed 
clinical  professor  of  emergency  medicine. 


MEDICAL 
SCHOOL  NOTES 


Colorado  Doctors  on  Cancer  Course  Faculty 

H.R.  Firminger,  MD,  and  G.B.  Pierce,  MD,  University  of 
Colorado  Health  Sciences  Center,  Denver,  will  serve  on  the 
faculty  of  the  Sixth  International  Union  Against  Cancer 
Training  Course  in  Cancer  Research  at  The  Jackson 
Laboratory,  Bar  Harbor,  Maine  in  September  1979. 

Nutrition  Award  to  Hambidge 

Kenneth  M.  Hambidge,  MD,  of  Denver  has  been  awarded 
the  1979  Borden  Award  in  Nutrition,  receiving  a plaque  and 
$1,000  for  a discovery  that  marginal  zinc  deficiency  exists  in 
children  considered  to  be  healthy.  Dr.  Hambidge  is  a profes- 
sor of  pediatrics  at  the  University  of  Colorado  Medical 
Center. 


Robinson  Elected  to  Post 


C.  Curtis  Robinson,  MD,  Albuquerque,  New  Mexico  was 
named  President  of  the  New  Mexico  Otolaryngologic  Soci- 
ety at  its  recent  meeting  at  Ruidoso,  New  Mexico.  Russell 
Sage,  MD,  Farmington  was  named  President-Elect,  and 
Fred  Herzon,  MD,  was  elected  Secretary-Treasurer. 


Holier  Honored 


Norman  J.  Holier,  D.  Sc.,  inventor  of  the  Holier  Monitor, 
was  recently  awarded  the  highest  honor  given  by  the  As- 
sociation for  the  Advancement  of  Medical  Instrumentation, 
which  is  the  AAMI  Foundation  Harold  Laufman  Award  for 
Distinguished  Contributions  to  the  Advancement  of  Medi- 
cal Instrumentation,  Devices,  and  Systems. 

Dr.  Holier  is  currently  seeking  for  a Holter  Research 
Foundation  project  an  unused,  unneeded  ECG  machine. 
Contact  can  be  made  with  Dr.  Holter  at  100  Neill  Avenue, 
Helena,  Montana  59601,  or  by  phoning  (406)  442-9374. 
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Colorado 

Doctor  Ward  Darley,  distinguished  as  physician, 
scientist,  educator,  and  administrator,  died  June  28, 
1979  in  Laguna  Hills,  California  at  the  age  of  75. 

In  33  years  as  professor  of  medicine  at  the  Univer- 
sity of  Colorado  Medical  School,  and  from  July  1953 
to  Jime  1956  as  president  of  the  University  of  Col- 
orado, Doctor  Darley  became  a highly  admired  figure 
in  the  medical  and  academic  world  in  Colorado. 

In  May  1979  Doctor  Darley  was  selected  as  one  of 
11  medical  educators  to  be  honored  by  the  75th  Con- 
gress of  Medical  Education  meeting  in  Washington. 

Doctor  Darley  was  born  in  Denver  on  October  30, 
1903,  and  subsequently  lived  on  a homestead  near 
Monte  Vista,  Colorado  where  he  attended  a small 
rural  school.  He  was  graduated  from  North  Denver 
High  School,  and  received  his  BA  in  1926  and  his  MD 
in  1929,  both  from  the  University  of  Colorado. 

He  interned  at  Colorado  General  Hospital  and  in 
1931  practiced  privately  in  Denver,  while  taking  on 
part-time  teaching  at  the  University  of  Colorado 
Medical  Center.  In  1943  he  became  a full-time  as- 
sociate professor  of  medicine.  He  retired  from  private 
practice  in  1944. 

In  1946  Doctor  Darley  was  named  to  head  the  med- 
ical school,  and  in  1949  was  named  dean  of  medicine 
and  vice  president  of  the  University.  When  Dr. 
Robert  L.  Steams  resigned  the  presidency  of  the  Uni- 
versity in  July  1953  Doctor  Darley  was  named 
seventh  president  of  the  University  of  Colorado. 

During  Doctor  Darley’s  administration  the  stu- 
dents in  training  for  medical  careers  at  the  Univer- 
sity doubled  in  numbers.  At  this  time  the  University 
was  one  of  a few  medical  schools  in  the  country 
specializing  in  development  of  family  doctors.  He  re- 
signed to  return  to  take  a more  active  role  in  the 
medical  field  as  executive  director  of  the  Association 
of  American  Medical  Colleges,  Evanston,  Illinois. 
Earlier  he  had  served  on  its  executive  council  and  as 
its  president. 

In  1964  he  retired  to  return  to  Denver  where  he 
served  as  a visiting  professor  of  preventive  medicine 
at  the  medical  school. 

The  published  and  unpublished  papers  of  Doctor 
Darley,  as  well  as  his  files  and  working  library,  are 
housed  in  the  National  Library  of  Medicine. 

He  had  been  married  on  April  29,  1930  to  Pauline 
Braiden.  She  survives  as  do  a daughter,  Donna 
Quimby,  Raleigh,  North  Carolina,  and  a son,  W. 
Braiden  Darley,  Denver.  Two  brothers.  Dr.  Ellis  Dar- 
ley, Cashmere,  Washington,  and  Earl  Darley,  Wood- 
side,  California,  also  survive. 

Doctor  Foster  Matchett  of  Denver,  prominent  or- 
thopaedic surgeon  and  teacher,  died  on  June  13,  1979 
at  the  age  of  77. 


Doctor  Matchett  was  bom  in  Cleveland,  Ohio  on 
March  4,  1902,  and  attended  schools  in  Cleveland 
prior  to  entering  University  of  Nebraska  at  Lincoln 
where  he  obtained  his  BA  in  1928  and  his  BA  from 
the  University  of  Nebraska  Medical  School  in  1932. 
He  also  received  an  MS  in  Orthopaedic  Surgery  from 
Temple  University,  Philadelphia,  Pennsylvania  in 
1946. 

Doctor  Matchett  took  his  internship  at  Cleveland 
City  Hospital  from  1932  through  1933,  and  served 
residencies  at  Massachusetts  General  Hospital,  Bos- 
ton, from  June  1933  to  March  1934,  and  at  Boston 
Children’s  Orthopaedic  Service  from  March  1934  to 
November  1934,  and  at  Shriners’  Hospital,  Philadel- 
phia, Pennsylvania  from  November  1934  to  January 
1936.  He  was  a resident  at  Temple  University  from 
January  1936  to  Febmary  1938. 

Doctor  Matchett  consulted  in  orthopaedic  surgery 
from  his  arrival  in  Denver  in  1938  at  St.  Joseph, 
Presbyterian,  and  Children’s  hospitals,  and  on  the 
courtesy  staff  at  St.  Anthony,  St.  Luke’s,  and  Mercy 
hospitals. 

Doctor  Matchett  taught  as  a clinical  associate  at 
the  University  of  Colorado  Medical  School,  and  was 
Chief,  Orthopaedic  Service  and  in  the  residents’ 
training  program  at  Denver  General  Hospital,  and 
was  Chief  Orthopaedic  Consultant  at  Fitzsimons 
from  1947  to  1972,  and  had  been  a consultant  to  the 
Veterans  Administration  Hospital  until  his  retire- 
ment. 

Doctor  Matchett  served  the  Army  as  Chief  of  Or- 
thopaedic Service  at  the  29th  General  Hospital  from 
August  1,  1942  to  January  1,  1946,  serving  in  Fort 
Meade,  Maryland;  New  Caledonia,  Okinawa,  and  in 
Korea. 

He  was  a member  of  the  American  Medical  Society, 
the  Colorado  Medical  Society,  and  the  Denver  Medi- 
cal Society.  He  belonged  to  the  Clinical  Orthopaedic 
Society,  the  American  Academy  of  Orthopaedic  Sur- 
geons, and  the  American  College  of  Surgeons,  and 
was  certified  by  the  American  Board  of  Orthopaedic 
Surgery. 

He  was  married  to  Mary  Drummond  Robb  Smith 
who  survives,  as  do  three  sons,  William  Foster,  Re- 
dondo Beach,  California;  Robert  Russell  and  James 
Edward,  Denver;  and  a daughter,  Shirley  L.  Mason, 
Capistrano  Beach,  California. 


Doctor  Jack  Vance  of  Canon  City,  a former 
member  of  the  Colorado  Medical  Society,  died  in 
Canon  City,  Colorado  at  the  age  of  69  on  August  17. 
Doctor  Vance  was  bom  August  3, 1910  in  Blackwell, 
Oklahoma.  He  attended  Southwestern  College,  Win- 
field, Kansas  and  the  Kirksville,  Missouri  School  of 
Osteopathy.  Doctor  Vance  practiced  in  Canon  City 
from  1943  until  1967  when  he  practiced  at  the 
Eisenhower  Osteopathic  Hospital  in  Colorado 
Springs  until  1972.  He  retired  because  ofill-health  in 
1972. 

His  widow,  Mary  Moore  Vance,  survives,  as  do 
three  sons,  James  M.,  Boulder;  Robert  W.,  Denver; 
and  Patrick  G.,  Tulsa. 
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Yours  Truly " by  Jobsf — it’s  only  natural. 

Finally,  a truly  natural  external  breast  prosthesis  is  available  to  your  patients.  No  need  to 
follow  the  trauma  of  a radical  mastectomy  and  associated  psychological  overlay  with  an 
ugly,  even  grotesque  breast  prosthesis  of  unnatural  polyvinyl  chloride. 

Now,  with  the  help  of  your  nurse.  Reach  to  Recovery  volunteers,  and  others,  you  can 
suggest  to  your  postmastectomy  patients  an  external  breast  form 
that  is  seamless  and  natural.  The  Yours  Truly™  breast  form  is  new. 
Worn  right  against  the  skin  it  requires  no  special  bra  to  stay  in 
place.  It  moves  with  the  vitality  and  flow  of  a natural  breast.  The 
silicone  gel  inside  has  a specific  gravity  of  .98,  only  .04  more  dense  than  human  breast 
tissue  and  the  response  in  vivo  is  nearly  identical.  There  are  thirteen  sizes  from  which  to 
choose,  each  with  the  contour  and  suppleness  of  the  female  breast  size  it  replaces. 

Contact  your  local  Jobst  Service  Center  for  complete  details. 

JOBS!  DENVER  SERVICE  CENTER 

Suite  600,  The  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
303/861-2007 


9.21%  kmubi  8.80% 

BejMe  yw  hiy  mmidpal  m mpmU  Imdi  m cenlHicaleA  iti  deptuU 
See  uibt  a tuigCe  inmim  delmed  (uuuuiy  ca«  d#  (iw  you, 

9.21% 

Cuweicl  Amiat  Tax  Veimed  Rale  Adjutlath  QuaxM^ 

8.80% 

CttweMi  Aamial  Tax  Beiewed  Rote  AdjialaMe  Amiatty 


Tax  Deferred  Income 

* Interest  Compounds  Free  of  Any  Income  Tax 
IHfo  Sales  Charge 

* ^Guaranteed  Return  of  Principal 
**Guaranteed  Interest  (maximum  & minimum) 

* ^Guaranteed  Income  You  Cannot  Outlive 
Avoidance  of  Probate  (4%  - 8%  depending  on  state) 

Sound  Collateral 
Increase  Spendable  Income 

*  *  *Guaranta0d  by  total  resources  of  major  insurance  companies. 


MINliVlUIVI  DEPOSIT:  $1,500.00 

A minimal  redemption  charge  on  some  contracts. 


*TAX  DEFERRED  VS.  TAXABLE  INTEREST  ON 
$ 1 0,000  COMPOUNDED  OVER  30  YEARS 


$10,000 
Savings  & Loan 
Accounts  at  6%  Interest 
(Interest  taxed 

as  accrued) 


Ho.  of 
(fears 

60%  Tax 
Bracket 

30%  Tax 
Bracket 

5 

$ 1 1 ,693 

$12,284 

10 

13.439 

1 5,090 

20 

18,061 

22,770 

30 

24,273 

34,358 

$10,000 

ANPIan 

Annuity 

(Interest  accumulates 
without  current  tax) 


@7%’ 

$14,026 

19,672 

38,697 

76,123 


For  more  information  contact; 

MARK  DOODY 
1922  East  18th  Avenue 
Denver,  Colorado  80218 
Phone:  303/388-0854 


Name 

Address 

City 

State Zip 


tssumes  level  7%  interest  throughout  life  of  contract. 


Phone 


The"Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance between  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT;  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a feu' 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
which  met  official  mono- 
graph requirements  were 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  '‘expensive"*  brand 
names  and  denigrates  all 
generics. 

FACT;  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


‘Matters. 


MYTH:  Generic  options  al- 
most always  exist. 

FACT;  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  thus 
saving  consumers  large 
sums  of  money. 

FACT;  Market  data  show 
that  you  invariably 
prescribe^ — and  pharma- 
cists dispense — -both 
brand  and  generically 
labeled  products  from 
known  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT;  Drugs  represent  a 
veiy  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  todav  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgeiy,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT;  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,’^  such  as 
lists  of  wholesale  drug 
prices  sent  to  aU  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  worse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  myths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always, your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics— -from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 
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Pharmaceutical  Manufacturere  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  2(X)05 


WANT  ADS 


MEDICAL  OPPORTUNITIES 

WYOMING  - OB/GYN,  Family  Practitioners  and  Internists  needed. 
Beautiful  recreational  area.  New  $10,000,000  community  hospital. 
Rapid  growth  area.  Population  60,000.  Contact  Medical  Affairs 
Committee,  P.O.  Box  1527,  Rock  Springs,  WY  82901.  Include 
resume.  1178-13-6B 

EMERGENCY  ROOM  PHYSICIAN.  Excellent  opportunity  for 
second-career  physician  with  skills  in  general  practice  seeking  regu- 
lar hours  and  opportunities  in  acute  care  medicine.  Three-man  FD 
group  looking  for  fourth  in  a 500  bed  community  hospital.  $20,000 
plus  annual  visits  with  full  specialty  backup.  Teaching  and  EMS 
development  as  desired.  American  medical  graduates  with 
emergency  experience  preferred.  Corporate  benefits  package  in  ex- 
cess of  $75,000.  Write:  Emergency  Physicians  of  Topeka,  3408 
Randolph,  Topeka,  Kansas  6661 1 . Call  (913)  354-6100.  579-5-4B 

GP/FP  needed  in  Colorado  Springs  to  join  two  others  in  three  man 
association.  Share  office  expenses,  personnel,  and  call  schedule. 
Practice  includes  obstetrics.  Contact  Jack  Paap,  MD,  1255  Lake 
Avenue,  Colorado  Springs,  Colorado  80906,  or  phone:  (303)  576- 
3901.  579-7-3B 


NEEDED:  General  Internist  or  Family  Practitioner,  Board  eligible  or 
Board  certified  to  Join  three  MD’s  and  one  PA  in  thriving  primary 
care  clinic.  Clinic  in  outlying  town,  17  miles  from  a hospital  with  all 
major  subspecialties  and  services  available.  Occupational  medicine 
and  pediatrics  practiced.  Write:  Palisade  Family  Practice  Clinic, 
P.O.  Box  920,  Palisade,  Colorado  81516,  or  call:  (303)  464-5183. 

579-9-TFB 

SKI  COUNTRY  USA  - VAIL,  COLORADO  needs  two  FAMILY  or 
GENERAL  Practitioners.  $36,000  plus  corporate  benefits.  Contact: 
T.  Steinberg,  MD,  P.O.  Box  1328,  Vail,  Colorado  81657,  or  call: 
(303)  476-5695.  779-6-2B 


EXCELLENT  OPPORTUNITY  IN  NEW  MEXICO  for  Family 
Practitioner  to  associate  with  three  established  physicians  in  a rapidly 
growing  university  town.  Contact:  B.W.  Williams,  MD,  217  W. 
Court  Avenue,  Las  Cruces,  New  Mexico  88001.  779-9- 2B 


ROCK  SPRINGS,  WYOMING  - EMERGENCY  MEDICINE 
PRACTICE  AVAILABLE  IN  STABLE  FIVE  PHYSICIAN 
GROUP.  Excellent  fee  for  service  contract,  seeing  variety  of  trauma 
and  medical  patients.  New  hospital  with  specialty  back  up.  Ideal 
location  with  proximity  to  Jackson,  Steamboat  Springs,  and  Salt 
Lake  City.  Send  CV  to  Box  779-10-TFB,  c/o  Rocky  Mountain 
Medical  Journal,  1601  East  19th  Avenue,  Denver,  Colorado 
80218.  779-10-TFB 


ROCKY  MOUNTAIN  COMMUNITY.  Aggressive  Internist 
wanted  for  very  busy  practice.  Good  income  opportunity.  To  join 
two  active  internists.  Excellent  for  outdoor  enthusiast.  Write:  Inter- 
nal Medicine  Associates,  51 1 North  12th  East,  Riverton,  Wyoming 
82501,  or  call:  (307)  856-4176.  779-1 1-3B 

PRACTICE  OPPORTUNITIES  IN  THE  NORTHWEST.  Our  firm 
manages  a number  of  hospitals  in  communities  in  Northwest.  For 
information  regarding  practice  opportunities  send  your  CV  to  Dale 
Hanson,  A. E.  Brim  and  Associates,  Ltd.,  177  N.E.  102nd  Avenue, 
Portland,  Oregon  97220,  or  call:  (503)  256-2070.  979-1-6B 


PHYSICIAN  WANTED  FOR  full  or  part-time  work.  Aspen- 
Snowmass  Area.  Fee  for  service  with  generous  remuneration.  Plenty 
of  time  to  ski.  This  is  a unique  opportunity,  and  we  need  doctors 
now.  Call:  (313)  559-4773,  evenings.  979-2-4B 

ORTHOPAEDIC  SURGEON  needed  in  scenic  Rocky  Mountain 
location  near  Yellowstone  Park,  with  access  to  many  recreational 
activities  (hunting,  fishing,  boating,  skiing,  etc.)  Contact:  Thomas 
Dunlap,  Hospital  Administrator,  West  Park  County  Hospital,  Cody, 
Wyoming  82414,  or  call:  (307)  587-4211.  979-3- IB 

OPPORTUNITIES  IN  OB/GYN,  FAMILY  PRACTICE,  PEDIAT- 
RICS, AND  ORTHOPAEDICS.  Modern  facility  in  Rawlins, 
Wyoming.  Excellent  recreational  area.  Current  Medical  Staff  of  12. 
Interested  parties  contact:  Randall  Draney,  Administrator,  Memorial 
Hospital  of  Carbon  County,  Box  460,  Rawlins,  Wyoming  82301 , or 
caU:  (307)  324-2221.  An  Equal  Opportunity  employer  M/F/H. 

979-4-  IB 

HEALTH  SERVICE  PHYSICIAN  -GP.  FP  or  INTERNIST  to  share 
out-patient  care  and  treatment  for  6000-(-  students  on  the  attractive 
Midwest  campus  of  South  Dakota  State  University.  Exceptional  staff 
and  facilities  for  student  care.  Excellent  hours.  Free  weekends. 
Flexible  contract:  9-12  months.  Must  be  interested  in  providing 
general  primary  medical  care  for  college  population.  Very  competi- 
tive salary  with  excellent  fringe  benefits.  Some  experience  in  ado- 
lescent or  college  practice  is  beneficial  but  not  required.  Position 
open  immediately.  Send  resume  and  2 references  or  call  collect: 
James  O.  Pedersen,  Dean  of  Student  Services,  (605)  688-4121, 
South  Dakota  State  University,  Brookings,  South  Dakota,  57007. 
The  University  is  an  Affirmative  Action/Equal  Opportunity 
Employer  (Female/Male).  979-6-lB 

OPENINGS  IN  UROLOGY,  ORTHOPAEDIC  SURGERY, 
OBSTETRICS  AND  GYNECOLOGY,  ANESTHESIOLOGY, 
AND  FAMILY  PRACTICE  for  a western  Colorado  fourteen-man 
multi-specialty  group.  Balanced  practice  and  recreational  opportun- 
ity. Area  served  provides  skiing,  mountain  trails,  fishing,  camping, 
etc.  Modem  clinic  located  next  to  community  hospital.  If  Board 
Certified  or  Board  Eligible,  send  resume  or  contact  G.  Thomas 
Morton,  MD„Glenwood  Medical  Associates,  P.C.,  P.O.  Drawer 
907,  Glenwood  Springs,  Colorado  81601,  or  call:  (303)  945-8503. 

979-8- IB 

PHYSICIANS  ASSISTANT  seeks  employment.  Willing  to  relo- 
cate. Recent  graduate  of  “Type  A”  primary  care  program.  Former 
social  work  background  in  neighborhood  health  center.  Location  and 
salary  negotiable.  Resume  by  request.  Write:  Ruth  Rankin,  1565 
Masonic  Avenue,  San  Francisco,  California  941 17.  979-9- IB 

FACULTY  OPENING,  FAMILY  PRACTICE  RESIDENCY, 
Casper,  Wyoming.  Family  Practice  Boards  required.  Patient  care, 
residency  and  student  teaching  responsibilities  in  newly  established 
statewide  medical  education  program.  Demonstrated  interest  in  in- 
novative medical  education  programs  to  help  meet  health  care  needs 
of  the  State.  Salary  competitive.  Faculty  rank  negotiable.  Closing 
date,  November  1,  1979.  Contact:  Robert  Howard,  MD,  Acting 
Assistant  Dean  for  Clinical  Programs;  Charles  Huff,  MD,  Director, 
University  of  Wyoming  Family  Practice  Residency  Program,  1522  E 
A St.  Casper,  Wyoming  82601.  THE  UNIVERSITY  OF  WYOM- 
ING IS  AN  AFFIRMATIVE  ACTION/EQUAL  OPPORTUNITY 
EMPLOYER.  979- II- IB 

NEEDED:  ANESTHESIOLOGIST,  Sheridan,  Wyoming.  Unli- 
mited recreational  area  for  outdoor  enthusiast.  Growing  community 
with  unmatched  “Y"  facilities  andjunior  college.  Write:  Karl  Hunt, 
MD,  Box  6062,  Sheridan,  Wyoming  82801.  979- 14- IB 
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BOARD  CERTIFIED  RADIOLOGIST  WANTS  POSITION  with 
3-4  man  group  in  Rocky  Mountain  Area  doing  Ultra  Sound,  CT 
Scanning,  and  general  diagnostic  radiology.  Bom  1920;  MD,  Uni- 
versity of  Pennsylvania,  1944.  Radiology  residency  University  of 
Wisconsin,  1962-1965;  Certified,  American  Board,  1967.  Special 
training  Ultra  Sound.  Dayton  Hinke,  MD,  Route  4,  Marshfield, 
Wisconsin  54449.  979-16-lB 


FAMILY  PHYSICIAN  - Established  Family  Practice  available  in 
Santa  Fe,  New  Mexico.  New  office,  fully  equipped,  located  next  to 
new  hospital,  Availablefor  sale  or  lease.  Peter  Navolanic,  MD,  465 
St.  Michael’s  Drive,  Suite  211,  Santa  Fe,  New  Mexico  87501,  or 
call;  (505)  988-9631.  979- 13- IB 


KEYSTONE,  COLORADO.  Need  Residency-trained  Physician  for 
part  time  practice  in  busy  ski  area  practice.  Reply:  J.  Riopelle,  MD, 
Box  38,  Dillon,  Colorado  or  Phone;  (303)  573-0561.  979-18-lB 


FULL  TIME  CAREER  EMERGENCY  PHYSICIAN.  Denver 
teaching  hospital.  Reply:  J.  Riopelle,  MD,  1619  Milwaukee  Street, 
Denver,  Colorado  80206,  or  Phone:  (303)  573-0561.  979-19-lB 


HELENA  and  BUTTE,  MONTANA  - Board  Certified  or  Board 
Eligible  (ABPN)  to  join  a staff  of  4 psychiatrists  in  progressive  mral 
Community  Mental  Health  Center  with  a high  quality  multidiscipline 
staff  in  beautiful  scenic  mountainous  area  with  hunting,  fishing, 
skiing,  and  other  outdoor  recreation.  Position  involves  providing 
psychiatric  services  to  all  phases  of  established  programs  with  li- 
mited travel  involved.  Salary  range  mid  $40,000’s  depending  on 
experience.  Excellent  fringe  benefits  including  paid  health  insur- 
ance, paid  educational  leave,  plus  help  with  relocation  expense. 
Send  resume  to;  Brian  Davis,  MD,  Clinical  Director,  512  Logan, 
Helena,  Montana  59601 , or  call  collect  to;  C.  Joe  Harrington,  MSW, 
Executive  Director,  (406)  442-0310.  979-2 1- IB 


PHYSICIANS  ASSISTANT,  graduate  of  AMA  program.  5 years 
experience.  I am  looking  for  a small  area  served  by  one  or  two 
physicians.  Please  reply  to  Charles  E.  Scott,  P.A.  P.O.  Box  910, 
Avon  Park,  Florida  33825.  979-22-3B 


PROPERTIES  — FOR  LEASE 


FOR  LEASE:  COLORADO  SPRINGS  OFHCE  SPACE  across 
from  Penrose  Hospital.  622  square  feet,  shared  space  with  OB/GYN. 
For  details  contact:  Herbert  E.  Thomson,  MD,  2131  North  Tejon 
Street,  Colorado  Springs,  Colorado  80907,  or  call:  (303)  473- 
0553.  379-15-TFB 


FOR  LEASE;  Medical  office  space  in  Lakewood,  Colorado  build- 
ing. Suite  for  one  doctor  and  some  equipment  available.  Immediate 
referrals.  Call;  (303)  238-4811.  579-12-TFB 


PROPERTIES  FOR  LEASE:  Pueblo,  Colorado  - Ultra  modem 
medical  space  available.  Parkview  Medical  Arts  Building,  17th  and 
Greenwood.  Will  remodel  to  suit  each  individual’s  needs.  Building 
has  X-ray  laboratory  and  Pharmacy  plus  all  other  services  nearby  for 
your  convenience.  Contact  Dan  Molello,  CPM — Jones-Healy, 
Inc.,  1 19  West  6th  Street,  Pueblo,  Colorado  81003  or  phone  (303) 
545-8181.  179-5-6B 


NEW  MEDICAL  BUILDING  - 80th  and  Wadsworth.  Complete 
owner  occupancy.  Completion  within  one  year.  Excellent  invest- 
ment. Fantastic  growth  area.  All  physicians  welcome.  (303)  427- 
5688.  979-7- IB 


PROPERTIES  FOR  LEASE;  Space  available  in  new  Medical 
Building  - Lakewood,  Colorado.  Now  under  construction  for  open- 
ing January  1980.  Supporting  services  with  pharmacy.  X-ray,  lab 
and  computer  services.  Limited  space  remaining.  Investment  op- 
portunities available  for  tenants.  Lakewood  Medical  Center,  Mickey 
E.  Fouts.  Call  (303)  770-7477.  979-5- IB 


OUTSTANDING  PROFESSIONAL  OPPORTUNITY  in  the  fastest 
growing  area  in  the  country,  with  a 40,000  population  base  presently 
with  NO  medical  offices.  Ideally  located  and  under  construction  at 
Hampden  and  Chambers  Road  in  Aurora,  Colorado,  with  from  800 
to  3500  sq.  ft.  available  for  completion  by  December  15,  1979.  This 
first  class  office  space  includes  all  utilities,  plenty  of  on-site  parking, 
excellent  heating  and  air-conditioning  systems,  and  is  well  insulated 
and  landscaped.  For  information  please  call  Gary  Smith,  DDS  (303) 
755-8430,  evenings,  and  (303)  690-4000  days.  979-12-2B 


MD  WANTED:  To  practice  in  a Preventative  Medical  Building  in 
Denver  (newly  purchased  medical  building).  Share  responsibility 
with  Psychologist,  Nutritionist,  and  other  practitioners.  Write  or 
call:  (303)  399-9953  or  Gordon  S.  Tessler,  1717  East  Colfax  Av- 
enue, Suite  306.  Denver,  Colorado  80218.  979- 10- IB 


FOR  RENT:  New  4 bedroom,  4 bath  townhouse.  Steamboat 
Springs,  Colorado.  Sleeps  12.  Fully  furnished.  GE  kitchen. 
Washer/dryer,  TV,  2 fireplaces.  Heated  2-car  garage.  Ski  on/off 
slope,  to/from  gondola.  Write  orcall:  Richard  L.  Penfold,  MD,  1908 
Pawnee  Drive,  Fort  Collins,  Colorado  80525,  or  (303)  484- 
2255.-  979- 15- IB 


FIRST  TIME  AVAILABLE.  Office  space  at  the  West  Alameda 
Medical  Plaza  in  Lakewood,  next  to  the  Villa  Italia  Shopping 
Center.  (Denver  suburb).  Well-established  medical  complex  with  40 
doctors  in  almost  every  specialty.  Radiology,  Pharmacy,  complete 
lab,  and  physical  therapy  also  available.  This  Southwest  area  is  in 
need  of  an  Internist  or  Otolarynogologist  but  any  interested  doctor 
will  be  welcome.  Contact:  Jack  Mowder,  owner  and  manager.  Of- 
fice; (303)  922-3525;  Home;  (303)  922-2221.  979-17-lB 


IMMEDIATE  OCCUPANCY:  3191  South  Broadway,  Eng- 
lewood. Retiring  Eye,  Ear,  Nose  and  Throat  MD.  1700  square 
feet.  9 examining  rooms,  front  office  and  reception  area.  For 
more  information  call  Steve  Dailey  at  Garrett-Bromfield  & Co.; 
(303)  770-8600.  979-23-lB 
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Almost  Human. 

Wild  animals  often  exhibit  behavior  which  is  almost  human. 
Brown  bears  are  a good  example.  They  travel  as  a family  unit  and 
the  mother  teaches  the  cubs  to  fend  for  themselves  against  the 
pitfalls  and  dangers  that  life  sometimes  brings. 

And  just  as  the  bear  protects  her  young,  maybe  you  should 
look  at  the  protection  you  have  provided  for  yourself  and  your 
family.  What  would  happen  if  you  became  disabled  and  your 
income  was  stopped? 

That's  why  the  Colorado  Medical  Society  endorses  Disability 
Income  Protection  for  its  members.  Dis- 
ability Income  Protection  can  help  you  re- 
place that  "lost  income"  when  a covered 
sickness  or  accident  keeps  you  from  your 
practice.  And  your  plan  is  underwritten  by 
Mutual  of  Omaha,  the  people  who  bring  you 
Mutual  of  Omaha's  Wild  Kingdom. 

For  complete  information  about  Dis- 
ability Income  Protection,  mail  in  the 
coupon  or  call  the  Mutual  of  Omaha  repre- 
sentative nearest  you  for  personal,  courte- 
ous service. 


Tony  Occhiuto 

Suite  206 
902  North  Circle  Drive 
PO.  Box  9226 
Station  A 

Colorado  Springs,  Colorado  80952 
(303)471-1083 

Con  Litz 

Suite  300 

4800  Wadsworth  Plaza 
Wheat  Ridge,  Colorado  8(X)33 
(303)423-2710 


Frank  Zartengo 

Suite  111,  Bldg  3 
Plaza  6000 

6(X)0  East  Evans  Avenue 
Denver,  Colorado  80222 
(305)758-3600 

carl  Roderick 

Greeley  National  Plaza 
Suite  660 
827  Eighth  Street 
Greeley,  Colorado  80631 
(303)552-5296 


UNUtRWRITTEN  BY 

IVIutual^^ 

^maha®\L/ 

Peoplp  ifou  Clin  count  on... 

Life  Insurance  Affiliate; 

Uniipd  of  Omohd 

MUTLAl  OF  OMAHA  iNSURANCfc  COMPANY 
HOMF  OFFICE  OMAHA,  NEBRASKA 


Colorado  Medical  society  insurance  Program 

I am  interested  in  Mutual  of  Omaha's  personal  service  in  providing  me 
with  information  about  Disability  Income  Protection  available  to  me  as  a 
member  of  the  Colorado  Medical  Society. 


Name. 


Address 
City 


State. 


.ZIP 
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Motrin  now  proved  an 
effective  analgesic 
for  mild  to  moderate  pain 


Motrin  400  mg  provided  greater  relief  of  pain  than  did 
propoxyphene  65  mg  in  controlled  clinical  pain  studies. 


Time  after  drug  administration  (hour) 

.5 

1 

2 

3 

4 

Mean  relief- 
of-pain  scores^'' 

Motrin  400  mg 
ibuprofen 

.89 

(108) 

1.25 

(108) 

1.36 

(108) 

1.28 

(107) 

1.19 

(106) 

(No.  patients 
reporting) 

Darvon  65  mg 
propoxyphene 

.66 

(100) 

.99 

(99) 

1.13 

(96) 

.99 

(96) 

.80 

(96) 

Statistical  significance 

p<0.02 

p<0.01 

p<0.05 

p<0.02 

p<0.002 

0 = No  relief  1 = Partial  relief  2 = Complete  relief 

Data  on  file  atThe  Upjohn  Company 

Motrin  demonstrated  statistically  significant  greater  relief  of  pain  than  did  Darvon  at  all  time  intervals. 


Motrin 

ibuprofen,  Upjohn 


• Not  a narcotic  • Not  addictive  • Not  habit  forming 

• Rapid  analgesic  action  • indicated  in  acute  and  chronic  pain 

• Well  tolerated. The  most  common  side  effect  with  Motrin 
is  mild  gastrointestinal  disturbance. 


Please  turn  the  page  for  a brief  summary  of  prescribing  information. 
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Motrin^  (ibuprofen) 

now  proved  an 
eflective  analgesic  for 
mild  to  moderate  pain 


Motrin  ^ Tablets  (ibuprofen,  Upjohn) 

Indications  and  Usage:  Treatment  of  signs  and  symptoms  of  rheumatoid  arthritis 
and  osteoarthritis  during  acute  flares  and  in  long-term  management.  Safety  and  efficacy 
have  not  been  established  in  Functional  Class  IV  rheumatoid  arthritis. 

Relief  of  mild  to  moderate  pain. 

Contraindications:  Individuals  hypersensitive  to  it,  or  with  the  syndrome  of  nasal 
polyps,  angioedema  and  bronchospastic  reactivity  to  aspirin  or  other  nonsteroidal 
anti-inflammatory  agents  (see  WARNINGS). 

Warnings:  Anaphylactoid  reactions  have  occurred  in  patients  with  aspirin  hypersen- 
sitivity (see  CONTRAINDICATIONS). 

Peptic  ulceration  and  gastrointestinal  bleeding,  sometimes  severe,  have  been 
reported.  Ulceration,  perforation,  and  bleeding  may  end  fatally.  An  association  has  not 
been  established.  Motrin  should  be  given  under  close  supervision  to  patients  with  a 
history  of  upper  gastroinfestinal  tracf  disease,  only  after  consulting  ADVERSE 
REACTIONS. 

In  patients  with  active  peptic  ulcer  and  active  rheumatoid  arthritis,  nonulcerogenic 
drugs,  such  as  gold,  should  be  tried.  If  Motrin  must  be  given,  the  patient  should  be  under 
close  supervision  for  signs  of  ulcer  perforation  or  gastrointestinal  bleeding. 
Precautions:  Blurred  and/or  diminished  vision,  scotomata,  and/or  changes  in  color 
vision  have  been  reported.  If  these  develop,  discontinue  Motrin  and  the  patient  should 
have  an  ophthalmologic  examination,  including  central  visual  fields. 

Fluid  retention  and  edema  have  been  associated  with  Motrin;  use  with  caution  in 
patients  with  a history  of  cardiac  decompensation 
Motrin  can  inhibit  platelet  aggregation  and  prolong  bleeding  time.  Use  with  caution  in 
persons  with  intrinsic  coagulation  defects  and  those  on  anticoagulant  therapy. 

Patients  should  report  signs  or  symptoms  of  gastrointestinal  ulceration  or  bleeding, 
blurred  vision  or  other  eye  symptoms,  skin  rash,  weight  gain,  or  edema. 

To  avoid  exacerbation  of  disease  or  adrenal  insufficiency,  patients  on  prolonged 
corticosteroid  therapy  should  have  therapy  tapered  slowly  when  Motrin  is  added. 
Drug  interactions.  Aspirin  used  concomitantly  may  decrease  Motrin  blood  levels. 
Coumarin:  Bleeding  has  been  reported  in  patients  taking  Motrin  and  coumarin. 
Pregnancy  and  nursing  mothers:  Motrin  should  not  be  taken  during  pregnancy  or  by 
nursing  mothers. 

Adverse  Reactions 
Incidence  greater  than  1% 

Gastrointestinal:  The  most  frequent  type  of  adverse  reaction  occurring  with  Motrin  is 
gastrointestinal  (4%  to  16%).  This  includes  nausea,*  epigastric  pain,*  heartburn,* 
diarrhea,  abdominal  distress,  nausea  and  vomiting,  indigestion,  constipation,  abdominal 
cramps  or  pain,  fullness  of  the  Gl  tract  (bloating  and  flatulence).  Central  Nervous  System: 
Dizziness,*  headache,  nervousness.  Dermatologic:  Rash*  (including  maculopapular 
type),  pruritus.  Special  Senses:  Tinnitus.  Metabolic:  Decreased  appetite,  edema,  fluid 
refenfion.  Fluid  retention  generally  responds  promptly  to  drug  discontinuation  (see 
PRECAUTIONS). 

'‘Incidence  3%  to  9%. 

Incidence  less  than  1 in  100 

Gastrointestinal:  Upper  Gl  ulcer  with  bleeding  and/or  perforation,  hemorrhage,  melena. 
Central  Nervous  System:  Depression,  insomnia.  Dermatologic:  Vesiculobullous  erup- 
tions, urticaria,  erythema  multiforme.  Cardiovascular:  Congestive  heart  failure  in 
patienfs  with  marginal  cardiac  function,  elevated  blood  pressure.  Special  Senses: 
Amblyopia  (see  PRECAUTIONS).  Hematologic:  Leukopenia,  decreased  hemoglobin  and 
hematocrit. 

Causal  relationship  unknown 

Gastrointestinal:  Hepatitis,  jaundice,  abnormal  liver  function.  Central  Nervous  System: 
Paresthesias,  hallucinations,  dream  abnormalities.  Dermatologic:  Alopecia,  Stevens- 
Johnson  syndrome.  Special  Senses:  Conjunctivitis,  diplopia,  optic  neuritis.  Hematologic: 
Hemolytic  anemia,  thrombocytopenia,  granulocytopenia,  bleeding  episodes.  Allergic: 
Fever,  serum  sickness,  lupus  erythematosus  syndrome.  Endocrine:  Gynecomastia, 
hypoglycemia.  Cardiovascular:  Arrhythmias.  Renal:  Decreased  creatinine  clearance, 
polyuria,  azotemia. 

Overdosage:  In  cases  of  acute  overdosage,  the  stomach  should  be  emptied.  The  drug 
is  acidic  and  excreted  in  the  urine,  so  alkaline  diuresis  may  be  beneficial. 

Dosage  and  Administration:  Rheumafoid  and  osteoarthrifis,  including  flares  of 
chronic  disease:  Suggested  dosage  is  300, 400  or  600  mg  t.i.d.  or  q.i.d. 

Mild  to  moderate  pain:  400  mg  every  4 to  6 hours  as  necessary  for  relief  of  pain. 

Do  not  exceed  2400  mg  per  day. 

Caution:  Federal  law  prohibits  dispensing  without  prescription. 

For  additional  product  information,  see  your  Upjohn  representative  or  consult  the 
package  insert. 
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RECENT  ACQUISITIONS 


Orthopaedics 

Arthritis:  Robert  L.  Swezey.  Philadelphia,  Saunders,  1978.  24i 
Clinical  Atlas  of  Muscle  and  Musculocutaneous  Flaps:  Step 
Mathes.  St.  Louis,  Mosby,  1979.  519  p. 

Rheumatoktgic  Interviewing  and  Physical  Examination  of 
Joints:  Howard  F.  Palley  and  Gene  G.  Hunder.  2nd  ed.  Phila( 
phia,  Saunders,  1978.  286  p.  $18.00. 

Treatment  of  Injuries  to  Athletes:  Don  H.  O’Donoghue.  3rd 
Philadelphia,  Saunders,  1979.  834  p.  $29.50. 

Gastroenterology 

Cirrhosis:  John  T.  Galambos.  Philadelphia,  Saunders,  1979.  37 
(Major  problems  in  internal  medicine,  v.  17)  $22.50. 

Color  Atlas  of  Liver  Disease:  Sheila  Sherlock  and  John  A.  Si 
merfield.  Chicago,  Year  Book,  1979.  272  p.  $39.95. 

Surgery  of  the  Esophagus:  Raymond  W.  Postlewait.  New  Y( 
Appleton-Century-Crofts,  1979.  616  p.  $45.00. 

Surgery 

Burns;  A team  Approach:  Curtis  P.  Artz,  John  A.  Moncrief, 
Basil  A.  Pruitt.  Philadelphia,  Saunders,  1979.  583  p. 

Muscle  Relaxants:  Stanley  Feldman.  2nd  ed.  Philadelphia,  Se 
ders,  1979.  240  p.  (Major  problems  in  anesthesia,  v.  I,  2nd  i 
$20.00. 

Pediatric  Burns:  William  C.  Bailey,  ed.  Chicago,  Year  Be 
1979.  150  p.  Gift.  '*< 

Pediatric  Surgery:  Mark  Ravitch,  etal.,ed.  3rded.  Chicago,  Y ,[ 
Book,  1979.  2 v.  $87.50. 

Principlesof  Surgery:  Seymour  1.  Schwartz,  et  al.,  ed.  3rded.b 
York,  McGraw-Hill,  1979.  2 v.  $50.00.  j 

Pediatrics  " 

Care  of  the  High-Risk  Neonate:  Marshall  H.  Klaus  and  Avroy 
Fanaroff.  2nd  ed.  Philadelphia,  Saunders,  1979.  437  p.  $16.0  iij 
Nelson  Textbook  of  Pediatrics:  Victor  C.  Vaughan  and  R.  Jai 
McKay,  ed.  1 1th  ed.  Philadelphia,  Saunders,  1979.  2170p.  $45.1  i 
Orthopaedic  Management  of  Cerebral  Palsy:  Eugene  Ble 
Philadelphia,  Saunders,  1979.  266  p.  (Saunders  Monographs  .| 
clinical  orthopaedics,  v.  2)  $27.00. 


Rocky  Mountain  Medical  Joubn.| 


Editorials 

279  Rocky  Mountain  Journal  (R. I. P.:  1938-1979) 
279  A Journal  of  One  s Own 


Articles 

282  Medical  Ethics  Rounds 

Peter  D.  Mazonson,  AB,  Joan  M.  Gibson,  PhD,  John  H.  Saiki,  MD, 
Albuquerque,  New  Mexico 
289  Alcohol  Abuse  in  New  Mexico 

Max  D.  Bennett,  PhD,  and  Walter  W.  Winslow,  MD,  Albuquerque,  New  Mexico 

296  Pneumatosis  Cystoides  Intestinalis 


Rocky 
Mountain 
“on'tana  Medical 

NEW  MEXICO  I I 

WYOMING  journsl 


299 


304 


306 


E.  Joseph  Liechty,  MD,  Robert  G.  Knodell,  MD,  James  F.  Buckman,  MD,  and 
R.G.  Strickland,  MD,  Albuquerque,  New  Mexico 
CoLPOscopic  Evaluation  of  Cervical  Pathology 

S^rbumeM  M«cf„rlan,MD  Joseph  S.  Co„gW.  MD.  FACS,  and  NOVeitlber-DeCember  1 979 

Theodore  B.  Appel,  MD,  Boulder,  Colorado  whimwi  ■ w ■ w 

Use  OF  A Computer  in  a Family  Physician  s Ofhce  VOLUME  76  • NUMBER  6 

Harold  E.  Gilman,  MD,  Robert  Elliott,  MD,  and  Roger  Simmons,  MD,  Denver,  Colorado 

Epuglottitis  in  Adults 


John  H.  Cochran,  Jr.,  MD,  and  Patrick  W.  Kosmicki,  MD,  Denver,  Colorado 

Clinical  Briefs 

309  Gastric  Rupture  from  Blunt  Trauma 
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HOW  DO  YOU  CHOOSE 
A DOCTOR-OWNED 
MEDICAL  MALPRACTICE 
INSURANCE  COMPANY? 


YOUR  QUESTIONS; 

1.  Does  the  Company  offer  what  I need  in  Coverage  and  Policy 
Benefits? 

2.  Is  the  Company  financially  sound? 

3.  Does  the  Company  offer  a consistent  management  philosophy 
geared  to  not  making  the  mistakes  of  the  past? 

OUR  ANSWERS: 

1.  We  offer  coverage  limits  of: 

$500,000/$1,500,000 

and 

$1  Million/$3  Million 

2.  We  have  the  largest  financial  surplus  of  any  Doctor-Owned  Medical 
Malpractice  Insurance  Company  in  the  Western  United  States. 

3.  Our  consistency  is  reflected  in  the  fact  that  we  are  the  only 
Doctor-Owned  Company  in  California  to  prospectively  set  rates  and 
retrospectively  return  dividends  based  on  a gain  from  operation. 


Your  best  choice  for  Medical  Malpractice  Insurance  is  The  Doctors’ 
Company.  One  out  of  every  five  doctors  in  private  practice 
throughout  California  is  insured  by  us. 


THE  DOCTORS'  COMPANY 


AN  INTERINSURANCE  EXCHANGE 


T 


HOME  OFFICE: 

233  Wilshire  Boulevard 
Santa  Monica,  California  90401 
(213)  451-9936 


WYOMING  RESIDENT  AGENT 
Edward  P.  McCarthy 
1 32  North  Kimball  St. 
Casper,  Wyoming  82601 
(307) 235-6696 


The  Doctors'  Company  is  authorized  to  offer  and  sell  medical  malpractice  Insurance 
and  to  accept  surplus  deposits  in  connection  with  medical  malpractice  insurance 
in  the  states  of  California  and  Wyoming.  In  addition.  The  Doctors  Company  is  an 
authorized  Surplus  Lines  carrier  in  the  state  of  Nevada.  No  offer  to  sell  or  solicita- 
tion of  an  offer  to  buy  insurance  is  made  in  any  state  in  which  The  Doctors'  Company 
is  not  an  authorized  carrier.  No  offer  to  sell  or  solicitation  of  an  offer  to  buy  securities 
IS  made  hereby  in  any  state. 
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Twin  Engineering  Devices^ 
to  Reduce  Massive  Lymphedema^ 
and  Maintain  the  Reduction. 


Massive  and  obstinate  lymphedema  of 
the  limbs  may  be  reduced  through  use 
of  the  Jobst  Extremity  Pumps  (Inter- 
mittent Compression)  (photo  ^).  Its 
controlled  pneumatic  massage  gently 
removes  edema  fluid  from  congested 
areas. 

Jobst  Extremity  Pumps  are  available  in 
hospital,  clinical,  and  home  models 
(shown),  the  latter  being  available  on 
rental.  All  units  have  controls  to  vary 


both  pressure  and  time  cycles. 

When  the  desired  reduction  is 
attained,  it  can  be  maintained  with  a 
jobst  Venous  Pressure  Gradient® 
Support.  These  supports  are  custom- 
made  to  your  prescription  and  the 
patient's  individual  measurements 
(photo  2).  You  may  prescribe  exact 
counterpressures.  "In-Patient"  orders 
will  be  given  special  attention. 


Contact  your  local  Jobst  Service  Center  for  complete  details. 


lOBST  DENVER  SERVICE  CENTER 


Suite  600,  The  Franklin  Medical  Center 
2045  Franklin  Street 
Denver,  Colorado  80205 
303/861-2007 


ITS  HIGHiy 
RECOMMENDED... 

AND  FOR  GOOD  REASONS 


1 . provides  broad-spectrum,  overlapping  antibacterial  effectiveness  against 
common  susceptible  pathogens,  including  staph  and  strep 

2.  helps  prevent  topical  infections,  and  treats  those  that  have  already 
started 

3.  it’s  good  medicine  for  abrasions,  lacerations,  open  wounds,  primary 
pyodermas,  secondarily  infected  dermatoses;  and  it’s  painless 
and  cosmetically  pleasing 

4.  contains  three  antibiotics  that  are  rarely  used  systemically,  so 
the  risk  of  sensitization  is  minimal 

5.  you  can  recommend  it  in  any  of  the  three  convenient 
sizes;  1 oz  tube,  V2  oz  tube,  or  the  versatile,  single-use 
foil  packet 


NEOSPORnrOintm 


selected 

by  NASA  for 
the  Apollo  and 
Skylab  missions 


(polymyxin  B-bacitracin-neomycin) 


Each  gram  contains:  Aerosporin®  (Polymyxin  B Sulfate) 
5,000  units,  bacitracin  zinc  400  units,  neomycin  sulfate 
5 mg  (equivalent  to  3.5  mg  neomycin  base);  special  white 
petrolatum  qs;  in  tubes  of  1 oz  and  1/2  oz  and  1/32  oz 
(approx.)  foil  packets. 

WARNING:  Because  of  the  potential  hazard  of  nephro- 
toxicity and  ototoxicity  due  to  neomycin,  care  should  be 
exercised  when  using  this  product  in  treating  extensive 
burns,  trophic  ulceration  and  other  extensive  conditions 
where  absorption  of  neomycin  is  possible.  In  burns  where 
more  than  20  percent  of  the  body  surface  Is  affected, 
especially  if  the  patient  has  impaired  renal  function  or  is 
receiving  other  aminoglycoside  antibiotics  concurrently, 
not  more  than  one  application  a day  is  recommended 


When  using  neomycin-containing  products  to  control 
secondary  infection  in  the  chronic  dermatoses,  it  should 
be  borne  in  mind  that  the  skin  is  more  liable  to  become 
sensitized  to  many  substances,  including  neomycin.  The 
manifestation  of  sensitization  to  neomycin  is  usually  a low 
grade  reddening  with  swelling,  dry  scaling  and  itching;  it 
may  be  manifest  simply  as  a failure  to  heal.  During  long- 
term use  of  neomycin-containing  products,  periodic 
examination  for  such  signs  is  advisable  and  the  patient 
should  be  told  to  discontinue  the  product  if  they  are  ob- 
served. These  symptoms  regress  quickly  on  withdrawing 
the  medication.  Neomycin-containing  applications 
should  be  avoided  for  that  patient  thereafter, 

PRECAUTIONS:  As  with  other  antibacterial  preparations. 


prolonged  use  may  result  in  overgrowth  of  nonsuscepti 
organisms,  including  fungi.  Appropriate  measures  sho 
be  taken  if  this  occurs. 

ADVERSE  REACTIONS:  Neomycin  is  a not  uncomm 
cutaneous  sensitizer.  Articles  in  the  current  literati 
indicate  an  increase  in  the  prevalence  of  persons  alien 
to  neomycin.  Ototoxicity  and  nephrotoxicity  have  be 
reported  (see  Warning  section). 

Complete  literature  available  on  request  from  Proft 
sional  Services  Dept.  PML. 

/Burroughs  Wellcome  Co. 

' r/k  / Research  Triangle  Park 

W«llMm«  / North  Carolina  27709  | 


University  of  Colorado  Health  Sciences  Center 
HORIZONS  IN  SURGERY 
January  13-18, 1980 
The  Mark,  Vail,  Colorado 

Credit:  30  Hours  CME,  Category  1 AMA 

CLINICAL  JUDGEMENT  IN  ANESTHESIOLOGY 

January  18-20,  1980 

Fairmont  Hotel,  Denver,  Colorado 

Credit:  18  Hours  CME,  Category  1,  AMA 

* ★ * 

26TH  ANNUAL  FAMILY  PRACTICE  REVIEW 

January  21-26, 1 980  (To  be  repeated  March  1 0-1 5 in  Denver) 

Denison  Auditorium,  University  of  Colorado  Health  Sci- 
ences Center,  Denver,  Colorado 

Credit:  42  Hours  CME,  Category  1 AMA;  AAFP  Credit 

★ * * 

NEW  APPROACHES  TO  CUNICAL  PROBLEMS  IN 
INTERNAL  MEDICINE 

January  27-February  2,  1980 

Wildwood  Inn,  Snowmass,  Colorado 

Credit:  26  Hours  CME,  Category  1 AMA 
*** 

ASPEN  WINTER  SKIN  SEMINAR 
February  10-15, 1980 

The  Given  Institute  of  Pathobiology,  Aspen,  Colorado 

Credit:  17  Hours  CME,  Category  1 AMA 

Contact:  Office  of  Postgraduate  Medical  Education,  Univer- 
sity of  Colorado  Medical  Center,  Container  C295,  4200  East 
9th  Avenue,  Denver,  Colorado  80262. 

National  Jewish  Hospital 

8TH  ANNUAL  SYMPOSIUM-MANAGEMENT  UPDATE: 
ALLERGY,  IMMUNOLOGY,  AND  PULMONARY  DISEASE 

January  7-10,  1980 


Keystone  Lodge,  Keystone,  Colorado 

Credit:  Category  I AMA  and  AAFP:  16  hours 

Contact:  Mary  Fletcher,  Call  (303)  388-4461 , or  write:  Na- 
tional Jewish  Hospital,  3800  East  Colfax  Avenue,  Denver,  Col- 
orado 80206. 

Colorado  Psychiatric  Society 

TECHNICS  OF  SEXUAL  AND  MARITAL  PSYCHOTHERAPY 

January  14-15, 1980 

Keystone  Lodge,  Keystone,  Colorado 

Credit:  12  Hours  Category  1. 

Contact:  Colorado  Psychiatric  Society,  1555  East  Lake 
Place,  Littleton,  Colorado  80121 


Rocky  Mountain  Academy  of  Occupational  Medicine,  Inc. 

THE  .ENVIRONMENT  AND  HEALTH  - 1STH  INSTITUTE  OF 
OCCUPATIONAL  MEDICINE 

January  16-18,  1980 

The  Broadmoor,  Colorado  Springs,  Colorado 

Contact:  Roland  J.  Zarlengo,  MD,  111  Havana  Street,  Au- 
rora, Colorado  88010 


Colorado  Hand  Surgery  Education  and 
Research  Foundation-Rose  Medical  Center 

ACUTE  CARE  AND  REHABILITATION  OF  THE  DISEASED 
AND  INJURED  UPPER  EXTREMITY 

January  19-20,  1980 

Fairmont  Hotel,  Denver,  Colorado 

Credit:  16  Hours  Category  1 AMA 
Contact:  John  A.  Boswick,  Jr.,  MD,  Box  C-309, 4200  East  9th 
Avenue,  Denver,  Colorado,  80262 
* ★ * 

American  College  of  Physicians 
COLORADO  REGIONAL  MEETING 
January  24-26, 1980 

The  Broadmoor  Colorado  Springs,  Colorado 

Contact:  Edward  S.  Miller,  4567  East  9th  Avenue,  Denver, 
Colorado  80220 

* * * 

Columbus  Hospital 

4TH  ANNUAL  BIG  SKY  RADIOLOGY  CONFERENCE 

February  5-8,  1980 

Big  Sky,  Montana 

Credit:  15  Hours,  AMA  Category  1 
Contact:  Phyllis  Sherburne,  Dept,  of  Educational  Services, 
Columbus  Hospital,  Great  Falls,  Montana  59405 
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EN)OY 

THE  BROADMOOR 


sort  Address,"  its  5,000  acres  nestled  olong 
the  front  range  of  the  mojestic  Rocky 
Mountoins. 


Beoutifully  oppointed  accommodotions 
ore  Qvoiloble  in  three  mojor  hotel  buildings: 
theoriginol  Droodmoorof  1918,  Broodmoor 
South  and  Broodmoor  West.  Dining  and  bev- 
erage specialties  ore  served  in  tvs/elve  de- 
lightfully different  otmospheres,  from  so- 
phisticated Chories  Court,  the  elegont 
Penrose  Room  otop  Broadmoor  South  and 
the  rustic  Tavern,  to  the  Orientol  richness  of 
the  Loke  Terroce  Lounge,  the  rollicking 
Golden  Bee  English  pub,  ond  the  Alpine 
wormth  ot  Winter  House  during  the  ski  sea- 
son, The  Broodmoor  woy  of  life  olso  meons 
entertainment  from  doncing  and  listening 
enjoyment  in  Spec’s  Spot  to  hondclopping 
sing-olong  ot  The  Golden  Bee. 

Every  conceivable  recreotionol  focility 
awaits  guests,  including  golf  on  three  chom- 
pionship  1 8-hoie  courses,  swimming  in 
three  heated  outdoor  pools,  tennis  on  1 6 
courts  — two  under  cover  in  winter,  snow 
skiing,  indoor  ice  skoting,  skeet  and  trop 
shooting  plus  sightseeing  ventures  in  the 
wonderful  world  of  the  Pikes  Peek  Region! 

For  informotion  and  reservotions:  (303) 
634-771  1, 

Broadmoor 

Colorodo  Springs,  Colorodo  80901 


New  Mexico  Chapter,  AAFP  - Cfcf  E Commit!®©,  New  Mexico 
Medical  Soetety 

TAOS  MEDICAL  SYMPOSIUM 

February  12-1S,  1S80 

Tennis  Ranch  of  Taos,  Taos,  New  Mexico  87S71 

Credit:  14  Hours  CME,  Category  1 AMA 
Contact:  Thomas  A.  Bodnar,  2650  Yale  Blvd.,  SE,  Albuquer- 
que, New  Mexico 


Pennsylvania  Medical  Soctety 

TRAVELING  MEDICAL  EDUCATION  COURSE 

February  17-24,  19i0 

Snowmass,  Coiorad© 

Credit:  16  Hours  CME,  Category  1 AMA 
Contact:  Pennsylvania  Medical  Society,  Council  on  Educa- 
tion and  Science,  20  Efford  Road,  Lemoyne,  Pennsylvania 
17043 


David  C.H.  Sun,  MD,  Memorial  Institute 

GASTROENTEROLOGY  FOB  CLINICIANS  - NEW  DIRE^ 
TIONS 

February  21-23,  1980 

Del  Webb’s  Townhouse,  Phoenix,  Ariiona 

Contact:  Mrs.  David  C.H.  Sun,  4129  East  Sandy  Mt.  Road, 
Scottsdale,  Arizona  85253 


Boulder  Psyehiatric  Institute 

REVIEW  OF  THE  LITERATURE  OF  BORDERLINi 
PSYCHOPATHOLOGY  by  PETIR  MAYERSON,  MD 

February  18,  1980 

Boulder  Psychiatrie  Institute,  Boulder,  Colorado 
Credit:  CME  applied  for. 

Contact:  Kim  Pierpoint,  Boulder,  Psychiatric  institute,  Boul- 
der, Colorado  80303,  or  Call:  (303)  447-2902 


Sym^sia  d#  Santa  Fe 

CONTEMPORARY  MANAGEMENT  OF  STROKE  AND 
CORONARY  DISEASE 

February  27-March  1,  1S80 

Lodges  in  Taos,  New  Mexico 

Contact:  W.J.  Levy,  MD,  Symposia  de  Santa  Fe,  P.  O.  Box 
5715,  Santa  Fe,  New  Mexico  87502 
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LOVELACE  MEDICAL  CENTER 


New  Mexico  Metabolism  Sympmium 
February  28-March  1, 1980 
Tennis  Ranch,  Taos,  New  Mexico 

Credit:  Category  I AMA 

Contact:  Department  of  Medical  Education,  Lovelace  Medi- 
cal Center,  5400  Gibson  Blvd.,  SE,  Albuquerque,  New  Mexico 

87108. 


Albuquerque  Academy  of  Family  Physicians 
DURANGO,  COLORADO  SKI  SYMPOSIUM 

March  S and  March  9, 1930 
Durango,  Colorado 

Contact:  David  R.  Molten,  MD,  Albuquerque  Academy  of 
Family  Physicians,  o^o  New  Mexico  Medical  Society,  2650  Yale 
Blvd.,  SE,  Albuquerque,  New  Mexico  87106 


National  Council  on  Alcoholism 
SUNDAY  SYMPOSIUM  ON  ALCOHOLISM 
Mardi  9,  1980 

Writer’s  Manor,  Denver,  Colorado 

Registration  Fee:  $35,  including  lunch 
Credit:  8 Hours,  (App.) 

Contact:  National  Council  on  Alcoholism,  2525  West 
Alameda  Avenue,  No.  214,  Denver,  Colorado  80219. 


University  of  Arizona  Travel  Study  Program 

RECOGNITION  AND  MANAGEMENT  OF  THE  STROKE 
PRONE  PATIENT 

March  15-22,  1980 

The  Mark,  Vail,  Colorado 

Credit:  25  Hours  Category  1 AMA 
Contact:  Faith  Carlisi,  College  of  Medicine,  Health  Sciences 
Center,  Tucson,  Arizona  85724 


American  Cancer  Society,  Inc. 

CANCER  PREVENTION  AND  DETECTION 

April  17-19,  1980 

Palmer  House,  Chicago,  Illinois 

Credit:  14-V2  Hours  Category  1 AMA  and  AAFP 
Contact:  Nicholas  G.  Bottiglieri,  MD,  American  Cancer  Soci- 
ety, National  Conference,  Cancer  Prevention  and  Detection, 
777  Third  Avenue,  New  York  10017 


You  Don't  Have  To 
mar  A Coat  And  Tie 


Why  does  Grassfield's  Gano-Downs 
service  more  physicians  than  any 
other  men's  clothing  store  in  the  Rocky 
Mountain  area?  Because  we  are 
sensitive  to  the  character  of  clothing 
dictated  by  the  character  of  your 
practice.  Need  a finely  tailored 
Hickey-Freeman  suit. . . we've  got  it! 
Need  a wardrobe  of  casual  trousers 
for  a country  practice. . . we've  got  it. 

You  won't  find  a slick  array  of 
polyester  fibers;  but  rather  a broad 
assortment  of  old  fashioned  miracle 
fabrics  called  wool,  cotton,  silk  and 
flax.  So  whether  your  practice 
demands  a coat  and  tie  or  merely  a 
wardrobe  of  well  tailored  casual 
trousers,  visit  Grassfield's 
Gano-Downs.  Why  not  the  best! 

In  Denver,  Colorado  at: 

1630  Stout  (Downtown) 
303/825-1394 

2850  E.  Second  (Cherry  Creek) 
303/388-5727 

2058  S.  University  (University  Park) 
303/733-3858 
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INTERNATIONAL  CONGRESS  ON  BREAST  CANCER 
April  24-30,  1980 

Loew’s  Hotel,  Monte  Carlo,  Monaco 

Contact:  Continuing  Medical  Education  Coordinator,  Unitours, 
Inc.,  60  East  42nd  Street,  New  York  City,  New  York  10017 


AAP  District  Vlli  Section  on  Perinatal  Pediatrics 

5TH  ANNUAL  CONFERENCE  ON  NEONATAL-PERINATAL 
MEDICINE 

May  15-17,  1980 

Yarrow  Holiday  inn.  Park  City,  Utah 

Contact:  Mike  Wyman,  MD,  Department  of  Pediatrics,  Uni- 
versity of  Utah  Medical  Center,  50  North  Medical  Drive,  Salt 
Lake  City,  Utah  84133 


The  Third  Annua! 

Sunday  Symposium  on  Alcoholism 

Preceeding  the  25th  Annual  Family 
Practice  Review 

8:00  am-5:00  pm 

March  9,  1980 
Writers’  Manor,  Denver 
Registraton  Fee:  $35,  Includes  lunch 

Sponsored  by: 

National  Council  on  Alcoholism,  Mile  High  Area 

For  information  contact:  NCA, 
2525  West  Alameda  Avenue,  #214 
Denver,  Colorado  80219 
(303)  934-2101 


Credit:  8 Hours  Category  I AMA  and 
American  Academy  of  Family  Practice 


Tablets 

PERCOCET-S  d 

Brief  Summary  of  Prescribing  Information 
OESCRIPTlOk  Each  tablet  of  PERC0CET®-5  contains 
5 mg  oxycodone  hydrochloride  {WARNING;  May  be  habit 
forming),  325  mg  acetaminophen  (APAP). 
iNDICATIONS  For  the  relief  of  moderate  to  moderately 
severe  pain. 

CONTRAilDICIiTIOKS  Hypersensitivity  to  oxycodone  or 
acetaminophen. 

WARNINGS  Drug  Dependence  Oxycodone  can  produce 
drug  dependence  of  the  morphine  type  and,  therefore, 
has  the  potential  for  being  abused,  hychic 
dependence,  physical  dependence  and  tolerance  may 
develop  upon  repeated  administration  of 
PERC0CET®-5,  and  it  should  be  prescribed  and 
administered  with  the  same  degree  of  caution 
appropriate  to  the  use  of  other  oral  narcotic-containing 
medications.  Like  other  narcotic-containing 
medications,  P£RC0CET®-5  is  subject  to  the  Federal 
Controlled  Substances  Act. 

Usage  if)  ambylatory  patients  Oxycodone  may  impair 
the  mental  and/or  physical  abilities  required  for  the 
performance  of  potentially  hazardous  tasks  such  as 
driving  a car  or  operating  machinery.  The  patient  using 
PERC0CET®-5  should  be  cautioned  accordingly. 
Interaction  witli  other  central  nervous  system 
depressants  Patients  receiving  other  narcotic  anal- 
gesics, general  anesthetics,  phenothiazines,  other 
tranquilizers,  sedative-hypnotics  or  other  CNS 
depressants  (including  alcohol)  concomitantly  with 
PERC0CET®-5  may  exhibit  an  additive  CNS  depression. 
When  such  combined  therapy  is  contemplated,  the  dose 
of  one  or  both  agents  should  be  reduced. 

Usage  in  pregnancy  Safe  use  in  pregnancy  has  not 
been  established  relative  to  possible  adverse  effects  on 
fetal  development.  Therefore,  PERC0CET®-5  should  not 
be  used  in  pregnant  women  unless,  in  the  judgment  of 
the  physician,  the  potential  benefits  outweigh  the 
possible  hazards. 

Usage  in  children  PERC0CET®-5  should  not  be 
administered  to  children. 

PREMUTSONS  Hiad  injury  and  increased  intracranial 
pressure  The  respiratory  depressant  effects  of 
narcotics  and  their  capacity  to  elevate  cerebrospinal 
fluid  pressure  may  be  markedly  exaggerated  in  the 
presence  of  head  irijuiy,  other  intracranial  lesions  or  a 
pre-existing  increase  in  intracranial  pressure. 
Furthermore,  narcotics  produce  adverse  reactions 
which  may  obscure  the  clinical  course  of  patients  with 
head  injuries. 

Acute  abdominal  conditions  The  administration  of 
PERC0CET®-5  or  other  narcotics  may  obscure  the 
diagnosis  or  clinical  course  in  patients  with  acute 
abdominal  conditions. 

Special  risk  patients  PERC0CET®-5  should  be  given 
with  caution  to  certain  patients  such  as  the  elderly  or 
debilitated,  and  those  with  severe  impairment  of 
hepatic  or  renal  function,  hypothyroidism,  Addison's 
disease,  and  prostatic  hypertrophy  or  urethral  stricture, 
ADVERSE  REACTiOIS  The  most  frequently  observed 
adverse  reactions  include  light-headedness,  dizziness, 
sedation,  nausea  and  vomiting.  These  effects  seem  to 
be  more  prominent  in  ambulatory  than  in 
nonambulatory  patients,  and  some  of  these  adverse 
reactions  may  be  alleviated  if  the  patient  lies  down. 
Other  adverse  reactions  include  euphoria,  dysphoria, 
constipation,  skin  rash  and  pruritus. 

DOSAGE  AND  ADilNISTRATION  Dosage  should  be 
adjusted  according  to  the  severity  of  the  pain  and  the 
response  of  the  patient.  It  may  occasionally  be 
necessary  to  exceed  the  usual  dosage  recommended 
below  in  cases  of  more  severe  pain  or  in  those  patients 
who  have  become  tolerant  to  the  analgesic  effect  of 
narcotics.  PERC0CET®-5  is  given  orally.  The  usual 
adult  dose  is  one  tablet  every  6 hours  as  needed  for 
pain. 

DRUG  INTERACTiONS  The  CNS  depressant  effects  of 
PERC0CtT®-5  may  be  additive  with  that  of  other  CNS 
depressants.  See  WARNINGS.  6085  BS 

DBA  Order  Form  Required. 
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Tablets 

PERCOCET^c 

Each  tablet  contains  5 mg  oxycodone  HCI  (WARNING:  Hay  be  habit  forming) 
and  325  mg  acetaminophen  (APAP) 


FOR  THOSE  WHO  CANT  TOLERATE  ASPIRIN 


3 indicated  for  moderate  to  moderately 
severe  pain 

G contains  well-tolerated  acetaminophen 
1 provides  the  effective  analgesia  of 
oxycodone 


□ scored  tablet  permits  finer  titration 

□ convenient,  economical  q6h  dosage 

Please  see  opposite  page  for  brief  summary  of 
prescribing  information. 


The"Maker 


Examining  a Few  Myths 
About  Prescribing. 

Increasing  pressure  is 
being  put  on  the  practicing 
physician  to  prescribe  drugs 
generically.  You  are  told  that 
brand-name  products  are 
universally  “expensive”  and  generic  versions  are  re- 
latively “cheap.”  To  make  this  case,  the  most  extreme 
(rather  than  t^ical)  price  differentials  are  cited. Thus, 
consumers  are  led  to  believe  that  such  differentials 
are  commonplace.  Even  your  knowledge  and  your 
motives  as  a physician  are  questioned. 

Understandably,  these  views  have  created  myths. 
We  think  it’s  time  to  examine  them  in  the  light  of  all 
the  facts  and  ramifications. 

MYTH:  There  are  no  dif- 
ferences in  quality  and  per- 
formance betn’een  brand- 
name  products  and  their 
generic  counterparts.  The 
corollary  is  that  there  are 
no  differences  among  prod- 
ucts made  by  high-technol- 
ogy, quality-conscious, 
research-based  companies 
and  those  made  by 
commodity-type  suppliers. 


FACT:  The  Food  and 
Drug  Administration 
does  a good  job  in 
monitoring  a generally 
excellent  drug  supply. 
Still,  it  has  nowhere  near 
the  resources  to  guaran- 
tee the  quality  and 
bioavailability  of  all 
marketed  products  at 
any  given  time.  Just  a few’ 
months  ago,  for  example, 
it  noted  that  batches  of 
tetracycline  HCl  capsules 
w'hich  met  official  mono- 
graph requirements  uere 


not  bioequivalent  to  a 
reference  product.  As  you 
know,  there  is  substantial 
literature  on  this  subject 
affecting  many  drugs,  in- 
cluding such  antibiotics 
as  tetracycline  and  ery- 
thromycin. The  record  on 
drug  recalls  and  court 
actions  affirms  strongly 
that  there  are  differences 
among  pharmaceutical 
companies  and  their 
products.  Research- 
intensive companies 
have  far  better  records 
than  those  that  do  no  re- 
search and  may  practice 
minimum  quality  assur- 
ance. 


MYTH:  Industry  favors 
only  “expensive”  brand 
names  and  denigrates  all 
generics. 

FACT;  PMA  companies 
make  90  to  95  percent  of 
the  drug  supply,  includ- 
ing, therefore,  most  of  the 
generics.  Drug  nomen- 
clature is  not  the  impor- 
tant point;  it’s  the  compe- 
tence of  the  manufac- 
turer and  the  integrity  of 
the  product  that  count. 


‘Matters. 


MYTH:  Generic  options  al- 
most always  exist. 

FACT:  About  55  percent 
of  prescription  drug  ex- 
penditure is  for  single- 
source drugs.  This 
means,  of  course,  that  for 
only  45  percent  of  such 
expenditure,  is  a generic 
prescribing  option  avail- 
able. 


MYTH:  Generic 
prescriptions  are  filled  with 
inexpensive  generics,  thus 
saving  consumers  large 
sums  of  money. 

FACT:  Market  data  shou^ 
that  you  invariably 
prescribe-^ — and  pharma- 
cists dispense— both 
brand  and  generically 
labeled  products  from 
knowTi  and  trusted 
sources,  in  the  best  inter- 
est of  patients.  In  most 
cases  the  patient  receives 
a proven  brand  product. 
Savings  from  voluntary 
or  mandated  generic 
prescribing  are  grossly 
exaggerated. 


MYTH:  Drugs  account  for  a 
major  portion  of  the  rise  in 
health  care  costs. 

FACT:  Drugs  represent  a 
veiy  small  part  of  such 
costs.  The  amount  of  the 
health  care  dollar  spent 
for  prescription  drugs 
was  about  12  cents  in 
1967;  today  it  is  about 
8 cents.  And  you  as  a 
physician  are  most 
conscious  of  how  drug 
therapy  can  cut  hos- 
pitalization, avert 
surgery,  reduce  office 
visits  and  keep  patients 
on  the  job. 


MYTH:  Government  intru- 
sions into  the  marketplace 
will  save  tax  money. 

FACT:  Government 
schemes  always  cost  the 
taxpayer  something,  and 
the  costs  often  exceed  the 
benefits.  Certainly,  any 
federal  “help,”  such  as 
lists  of  wholesale  drug 
prices  sent  to  all  physi- 
cians and  pharmacists, 
will  be  no  exception.  Just 
think  of  the  expense  of 
keeping  them  current! 
Moreover,  wholesale 
prices  are  poor  guides  to 
actual  transaction  prices 
and  even  w orse  guides  to 
retail  prices. 


The  PMA  Position 

We  believe  your  freedom  to 
prescribe,  either  by  generic 
or  brand  name,  should  be 
totally  unabridged.  Other- 
wise , your  prescribing  pre- 
rogatives and  your  relation- 
ships with  patients  will  be 
seriously  impaired. 

The  maker  does 
matter 

After  the  m^'ths  about  price 
and  equivalency  have  been 
shattered,  one  fact  stands 
out  more  clearly  than  ever: 
The  maker  does  matter.  As 
always,  your  best  guide  to 
drug  therapy  for  your  pa- 
tients is  to  select 
products — both  brands  and 
generics — from  manufac- 
turers with  credentials  and 
performance  records  you 
have  come  to  respect. 


Pharmaceutical  Manufacturers  Association 
1155  Fifteenth  Street,  N.W. 

Washington,  D.C.  20005 


Enjoy  healthier  finances 

with  Kaman. 


Manual  bookkeeping  appears  in- 
expensive on  the  surface.  But  in  the 
long  run,  you  may  be  spending  more  than 
you  think. 

Kaman  wants  to  help  you  cut  out  those  hidden 
costs  with  KARMA,  our  computer-supported  medical 
administration  system. 

Specifically  designed  to  manage  clinic  operations, 
KARMA  monitors  your  accounts  receivable  and  allows 
you  to  operate  with  greater  financial  success.  It 
provides  management  reports  that  keep  you  up-to- 
date  on  revenues  and  expenses.  And,  it’s  a flexible 
system  that  can  be  tailored  to  your  special  needs. 

For  example,  you  can  set  up  your  personalized 
service  to  include: 

• All  insurance  billing  that  handles  Blue  Cross/Blue 
Shield,  Medicare,  Medicaid  and  Universal  claims 
separately  or  in  combination. 

• Super  bill  which  allows  the  patient  to  file  his  own  claim, 
freeing  your  staff  from  this  expensive  distraction. 


• Flexible  report  formats  which 
meet  your  exact  specifications  for 
unpaid  bill  reporting,  special  payment  plans, 

12  month  histories  and  others. 

• Family  billing  to  reduce  mailing  and  handling  costs. 

• Patient  billing  with  an  insurance  claim  processing 
feature  that  simplifies  claim  preparation  for  multiple 
coverage  families. 

• Management  reporting  to  let  you  pinpoint  trends 
before  they  become  problems  and  take  corrective 
action  quickly. 

In  addition,  KARMA  can  provide  these  benefits 
without  changing  the  way  you  now  record  information 
and  without  adding  extra  clerical  staff.  So  your  clinic 
can  grow,  but  not  your  overhead. 

Find  out  more  about  KARMA  services  by  calling 
Wayne  Barnes,  (303)  599-1573,  or  write  Kaman 
Sciences  Corporation,  P.O.  Box  7463,  1500  Garden 
of  the  Gods  Road,  Colorado  Springs,  Colorado  80933. 


KAMAN  SCIENCES  CORPORATION 

A KAMAN  COMPANY 
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Rocky  Mountain  Medical  Journal 


ROCKY  MOUNTAIN 
MEDICAL  JOURNAL 
(R.I.P.:  1938-1979) 

Farewell! 

This  New  Mexico  edition  is  R.M.M.J.’s  last 
issue.  Once  embracing  six  Rocky  Mountain 
states  as  their  official  scientific  publication  for 
organized  medicine,  the  Journal  would  by 
January  1 have  been  reduced  to  a three-,  two-, 
or  perhaps  a one-state  constituency  as  the  result 
of  budgetary  pressures  on  its  sponsoring  medi- 
cal societies. 

Since  the  Journal’s  founding  there  has  been  a 
proliferation  of  medical  and  specialty  scientific 
journals  as  well  as  fiscal  constraints  of  inflation 
and  Federal  taxation  of  scientific  journals  for 
"unrelated  income”.  The  same  fiscal  constraints 
have  forced  painful  editorial  rejection  of  many 
fine  manuscripts  and  proposed  features  in  re- 
cent years,  compounded  when  publication  fre- 
quency had  to  be  reduced  to  six  issues  yearly. 

The  editorial  staff  including  individual  state 
editors  have  been  privileged  and  gratified  in 
being  accorded  ever-increasing  scientific  arti- 
cles of  quality  from  which  to  choose.  The  work- 
ing camaraderie  among  the  constituent  states 
will  be  sorely  missed  — as,  indeed,  will  be 
missed  the  availability  of  a scientific  medical 
journal  for  Rocky  Mountain  physicians  disposed 
to  writing. 

Ihe  Journal  has  a special  indebtedness  to  Mr. 
Allen  Young,  who,  as  assistant  editor  for  the 
past  six  years,  has  been  responsible  for  the 
technical  and  artistic  quality  of  the  finished 
product. 

Clyde  Stanfield,  M.D. 

Chief  Scientific  Editor 

David  Kelble,  M.D. 

Associate  Scientific  Editor 


A woman  who  needs  to  write  fiction  must 
have  means  and  a room  of  her  own,  so  said 
Virginia  Woolf  in  her  unique  and  important 
novel,  A Room  of  One’s  Own.  A physician  who 
feels  compelled  to  record  an  unusual  case  his- 
tory, an  obscure  syn- 
. _ , , drome,  a therapeutic 

A Journal  of  innovative 

Own  technique,  a regional 

disease,  or  a clinical  re- 
search report,  and  so  forth,  for  the  betterment  of 
his  profession  and  the  enlightenment  of  his  col- 
leagues, must  have  the  intellectual  resources  to 
assemble  his  material  in  a coherent  manner  and 
a journal  in  which  to  publish  his  brainstorm. 

In  recent  decades  it  has  become  more  difficult 
for  practicing  physicians  to  find  an  outlet  for 
their  creative  efforts  because  many  specialty, 
regional  and  state  journals  have  folded,  the  vic- 
tims of  skyrocketing  costs  of  printing  and  mail- 
ing, failure  of  readers  to  support  them,  and  de- 
creasing revenues  from  Advertising.  Paradoxi- 
cally, control  circulation  journals  have 
flourished  because  advertisers  defray  their  ex- 
penses. 

For  many  years  the  Rocky  Mountain  Medical 
Journal  was  the  official  journal  of  the  medical 
societies  of  Colorado,  Montana,  Nevada,  New 
Mexico,  Utah,  and  Wyoming.  Utah  and  Nevada 
pulled  out  of  the  combine  — they  have  since 
established  a connection  with  the  Western 
Journal  of  Medicine  thus  providing  an  outlet  for 
their  physician  writers.  At  the  time  of  this  writ- 
ing, it  appears  that  New  Mexico  will  withdraw 
from  the  consortium.  Inflationary  costs  have 
increased  the  operational  budget  of  the  society; 
hence  it  is  time  to  trim  the  budget,  rather  than 
increase  the  membership  dues.  High  on  the  list 
of  items  to  be  purged  is  the  Rocky  Mountain 
Medical  Journal. 

One  understands  the  need  for  economy  — 
probably  all  medical  societies  in  the  country  are 
thinking  about  cutting  corners  and  eliminating 
luxuries.  Daily  an  abundance  of  printed  mate- 
rial inundate  eyesore  practitioners:  newspap- 
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ers,  journals,  bulletins,  newsletters,  pamphlets, 
periodicals,  and  broadsides,  most  of  them  un- 
wanted. In  retrospect,  it  seems  reasonable  to 
economize  by  eliminating  a medical  journal. 

The  other  side  of  the  picture  is  the  large 
number  of  members  of  the  New  Mexico  Medical 
Society  who  have  submitted  articles,  columns, 
letters,  and  editorials  to  the  journal.  I asked  the 
Denver  staff  to  list  alphabetically  the  names  of 
New  Mexico  contributors:  Drs.  John  Abrums, 
John  D.  Abrums,  Stuart  W.  Adler,  Andrew  M. 
Babey,  David  A.  Bennahum,  Melvin  C.  Blivens, 
C.  Pardue  Bunch,  Jerome  Burstein,  Thomas  L. 
Carr,  Paul  T.  Cochran,  James  K.  Conrad, 
Robert  E.  Cutler,  William  Curran,  Robert  C. 
Derbyshire  . . . the  list  is  too  long  for  publica- 
tion, and  did  not  include  authors  of  articles  in 
this  interesting  New  Mexico  issue.  Double 
checking  the  published  New  Mexico  authors  in 
recent  years,  I tallied  the  names  of  91  New 
Mexico  physician  contributors.  This  does  not 
mean  that  91  articles  were  published  — many 
contributions  were  co authored. 

A word  about  the  New  Mexico  editors.  Harold 
January  was  involved  with  the  journal  in  its 
early  years;  so  to  was  Carl  Gellenthein  — the 
only  New  Mexican  physician  to  attain  high  of- 
fice in  the  American  Medical  Association  — he 
became  vice-president  — an  active  editor  for 
many  years  followed  by  Dr.  Aaron  E.  Margulis, 
an  erudite  pathologist  and  editor  who  died  in 
1960,  and  yours  truly.  I was  fortunate  to  have 
efficient  assistant  editors,  William  S.  Curran 
and  John  H.  Saiki,  and  an  indispensible  manag- 
ing editor,  Ralph  C.  Marshall.  During  my  ten- 
ure I was  blessed  with  fine  editors-in-chief: 
Douglas  Macomber,  Carl  H.  McLauthlin,  and 
Clyde  Stanfield;  and  our  fine  assistant  editor, 
Allen  Young. 

It  seems  to  me  that  over  the  years  there  has 
been  an  increase  in  the  number  of  scientific 
articles  submitted  for  consideration  of  publica- 
tion; perhaps  this  coincides  with  an  increase  in 
the  number  of  physicians  in  the  state.  Most  of 
the  articles  that  Jack  Saiki  and  I received  were 
accepted,  but  some  were  rejected  for  a variety  of 
reasons:  poorly  contrived,  of  doubtful  validity, 
or  too  lengthy.  If  in  doubt  I would  consult  with  a 
"referee,”  an  expert  in  the  field  who  could  ap- 
praise the  submitted  material.  Occasionally  a 
referee’s  recommendations  were  accepted  by 
the  author,  and  thus  making  it  possible  for  the 
article  to  be  published.  In  retrospect  I wish  I had 
kept  track  of  the  number  of  rejected  articles  so 
that  we  would  know  how  many  New  Mexico 


doctors  labored  over  their  manuscripts.  It  seems 
reasonable  to  infer  that  physicians  in  New 
Mexico  need  an  outlet  for  their  talents. 

We  do  not  live  by  bread  alone. 

About  ten  years  ago  each  state  scientific 
editor  became  responsible  for  an  annual  issue. 
We  would  search  for  an  appropriate  front  cover, 
procure  editorials,  and  prune  the  scientific  arti- 
cles. These  special  issues  were  well  received  and 
many  readers  commented  favorably  on  "their” 
journal.  Although  New  Mexico  material  filled 
these  issues,  spillover  material  appeared  in 
other  regular  issues  of  the  journal. 

Currently  the  cost  of  an  annual  subscription 
to  the  journal  is  about  six  dollars  — the  cost  of 
three  cocktails,  someone  said,  or  two  cocktails, 
depending  on  where  you  go  for  your  cocktails.  A 
last  gasp  effort  to  keep  New  Mexico’s  participa- 
tion in  the  journal  group,  and  to  keep  the  jour- 
nal alive  (it  is  unlikely  that  the  journal  would 
survive  without  New  Mexico’s  participation) 
was  made  by  officials  of  the  University  of  New 
Mexico  School  of  Medicine:  there  had  been  an 
increase  in  the  number  of  articles  submitted  by 
full  time  and  clinical  staff  as  exemplified  in  this 
issue.  The  school  offered  to  pay  half  the  costs 
paid  by  the  society  to  the  journal,  thus  reducing 
the  cost  of  a single  journal  to  a member  of  the 
New  Mexico  Medical  Society  to  50  cents.  It  is 
uncertain  whether  this  effort  would  be  fruitful. 

Someday,  perhaps,  when  the  economic  crunch 
relents  and  government  controls  and  regula- 
tions are  softened,  the  society  may  reconsider 
its  position. 

In  the  meantime  many  of  us  will  remember 
the  good  years  when,  for  a while,  we  had  a scien- 
tific journal  of  our  own. 

Marcus  J.  Smith,  M.D. 

Scientific  Editor  for  New  Mexico 
Santa  Fe,  New  Mexico 

On  January  1,  1785  The  Times  of  London 
came  into  being,  and  late  in  October  of  this  year, 
it  nearly  expired.  But  it  lives  on. 

The  same  week  of  October  the  Rocky  Moun- 
tain Medical  Journal,  in  its  way  unique  and 

venerable,  did  expire, 

. _ „ ^ ^ ^ . and  this  is  its  final 

A Call  To  Megrtty 

The  history  of  scien- 
tific journals  in  the 
Rocky  Mountains  has  been  a vigorous  one,  dat- 
ing back  to  1880  when  the  Rocky  Mountain 
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Medical  Review  began  a two-year  existence,  to 
be  picked  up  by  the  Rocky  Mountain  Medical 
Times  of  Denver,  then  in  its  second  year,  in 
1883,  then  becoming  iihe  Denver  Medical  Times. 
These  were  privately  owned,  published  by 
Edwin  Price  & Co. 

Thomas  Hawkins,  MD,  and  F.A.E.  Disney, 
MD,  were  editors  for  Price,  and  this  publication 
had  continuity  of  publication  until  about  1933, 
though  its  name  had  been  changed  in  1915  to 
the  Western  Medical  Times. 

In  1903  the  Colorado  (State)  Medical  Society 
initiated  Colorado  Medicine,  which  served  to 
communicate  Society  news  as  well  as  carry  a 
few  scientific  articles.  In  1913  the  scientific 
material  increased,  as  did  the  multi-state  as- 
sociations. 

In  1926  Wyoming  joined,  and  in  1938  when 
Utah  joined  in  as  well,  the  publication  became 
tYieRocky  Mountain  Medicaid ournal,  with  New 
Mexico  joining  in  1944,  Montana  in  1948,  and 
Nevada  in  1958. 

The  process  was  reversed  when  Utah  with- 
drew in  December  1975,  followed  in  December 
1976  by  Nevada’s  withdrawal,  and  in  October 
1979  Montana  withdrew.  On  November  3,  the 
New  Mexico  withdrawal  took  place,  following 
the  October  26  action  which  had  ended  Col- 
orado’s support  for  the  four-state  Journal. 

The  forty  or  so  years  during  which  the  Jour- 
nal served  multiple  state  interests  in  medical 
scientific  writing  were  extraordinary  in  the 
abundance  of  ideas  and  procedures  that  were 
described  in  this  Journal.  The  Journal  will  al- 
ways be  a reminder  that  physicians  are  healers 
first  of  all,  scientists  with  the  gift  of  knowledge 
and  wisdom,  and  in  its  various  lives,  the  Rocky 
Mountain  Medical  Journal  has  always  dignified 
the  medical  profession  with  its  call  to  integrity. 

Alien  Young 
Assistant  Editor 


Re:  "Gastric  Exclusion  in  the  Surgical  Treatment  of 

Morbid  Obesity”  by  Gifford  V.  Eckhout,  M.D. 

Rocky  Mt.  Medical  Journal,  Sept./Oct.  1979 

Dear  Dr.  Stanfield: 

After  reading  Dr.  Eckhout’s  article  in  the  SepbOct 
Rocky  Mt.  Medical  Journal,  several  questions  were 
raised  in  my  mind  concerning  the  long-term  results  of 
gastric  exclusion.  As  noted  in  his  article,  the  patients 
were  evaluated  psychiatrically  preoperatively;  how- 
ever, he  does  not  state  what  this  evaluation  showed  or 
how  these  patients  are  adjusting  to  problems  of  daily 
living  postoperatively.  As  we  have  painfully  learned 
in  plastic  surgery  over  the  past  fifty  years,  the  success 
of  an  operation  which  alters  the  body  image  is  not 
measured  in  just  the  shape  of  the  new  nose  or  the 
contour  of  the  breasts  — post  mammoplasty,  but  in 
the  patient’s  conception  of  this  alteration  and  how 
this  effects  his  daily  interpersonal  relations,  job  suc- 
cess, marriage,  etc.. 

I would  encourage  Dr.  Eckhout  to  follow  up  this 
report  on  the  technical  surgical  success  of  the  proce- 
dure with  a report  in  several  years  on  the  adjustment 
that  these  patients  have  made  to  the  stresses  of  daily 
living.  Nineteen  months  follow-up  is  probably  not 
sufficient  time  to  evaluate  the  success  psychiatri- 
cally. 


Sincerely, 

John  E.  Mara,  M.D. 
Plastic  Surgeon 
Wheat  Ridge,  Colorado 
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Medical  ethics  rounds 

Development  and  Organization 


Peter  D.  Mazoiison,  AB,  Joan  M.  Gibson,  PhD, 
John  H.  Saiki,  MD,  Albuquerque,  New  Mexico* 


Medical  Ethics  Rounds  were  established  at  the 
University  of  New  Mexico  Medical  Center  for  health 
care  professionals,  students,  and  other  interested 
persons  with  the  initial  purpose  of  providing  an  ef- 
fective forum  for  the  open  discussion  of  ethical  issues 
faced  by  health  care  providers  when  medkal  choices 
were  made.  For  the  purpose  of  these  rounds,  a mul- 
tidisciplinary panel  was  established  with  experts  from 
the  fields  of  law,  medicine,  nursing,  philosophy,  and 
theology.  Cases  were  presented  from  a variety  of 
medkal  specialties.  Major  benefits  derived  from  the 
rounds  were  in  areas  of  defining  and  clarifying  moral 
concerns,  as  opposed  to  resolving  ethkal  or  moral 
dikmmas. 


Introduction 

Physicians  involved  in  patient  care  and 
treatment  face  a wide  and  continual  array  of 
ethical  decisions.  What  are  the  responsibilities 
of  both  the  physician  and  patient  when  clinical 
research  studies  are  being  conducted?  How 
should  physicians  deal  with  the  Jehovah’s  Wit- 
ness patient  who  refuses  blood  transfusions  or 
with  the  terminal  cancer  patient  who  is  suici- 
dal? When  is  the  Do  Not  Resuscitate  order  ap- 
propriate, and  who  should  be  involved  in  for- 
mulating this  decision? 

Unfortunately,  clinicians  are  often  the  last  to 
receive  any  formal  training  in  bioethical  deci- 
sion-making. Although  undergraduates  may- 
study  ethics  and  bioethics  in  philosophy  classes, 

•k 
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and  pre-medical  and  medical  students  may 
choose  electives  in  medical  ethics,  the  general 
public  hears  almost  daily  through  news  media 
about  issues  in  medical  ethics,  such  as  the  use  of 
laetrile  or  the  acceptability  of  genetic  engineer- 
ing. ^ 

Organization  and  Development 

In  response  to  the  need  for  an  informal  and 
non-threatening  forum  for  the  discussion  of 
ethical  issues  among  clinicians,  including 
physicians  and  other  health  care  providers, 
medical  ethics  rounds  were  established  at  the 
University  of  New  Mexico  Medical  Center.  Be- 
cause the  initiator  of  these  rounds  was  a pro- 
gram specialist  for  the  New  Mexico  Cancer  Con- 
trol Program,  the  cases  selected  tended  to  focus 
on  ethical  issues  involving  the  care  and  man- 
agement of  cancer  patients.  Nonetheless,  cases 
from  other  medical  specialties  were  also  pre- 
sented. 

A multidisciplinary  panel  was  created,  in- 
cluding a medical  oncologist,  two  nurses,  a 
psychiatrist  specializing  in  cancer  rehabilita- 
tion and  continuing  care,  a philosophy  professor 
specializing  in  biomedical  ethics,  a law  profes- 
sor with  special  interest  in  law  and  medicine, 
and  a nephrologist  who  is  also  an  ordained 
minister  of  the  Christian  Church.  These  indi- 
viduals attended  rounds  regularly  to  assure 
input  from  experts  of  many  disciplines. 

Impetus  for  'the  establishment  of  medical 
ethics  rounds  stemmed  primarily  from  such 
other  ongoing  programs  within  the  university, 
such  as  a Law  and  Medicine  class  conducted  by 
the  attorney  on  the  panel  during  the  fall  of  1978, 
which  attracted  both  physicians  and  lawyers 
and  focused  heavily  on  legal  and  ethical  deci- 
sions faced  by  health  care  providers,  and  occa- 
sional case-oriented  sessions  on  bioethics  for 
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TABLE  1 


EFFECTIVENESS  OF  ETHICS  ROUNDS  AS  A FORUM 
FOR  THE  CLEAR  DEFINITION  OF  ETHICAL  ISSUES 


Were  Ethical  Issues 
Clearly  Defined  ? 

M 

N 

.D. 

(%) 

Other  Health 
Prof. 

N (%) 

Non-Heal th 
Care  Personnel 

N (%) 

Student 

N (%) 

Other 

N {%) 

Total 

N (/.) 

Yes 

19 

(86) 

34 

(83) 

7 

(70) 

23 

(72) 

10 

(91) 

93 

(80) 

No 

3 

(14) 

7 

(17) 

3 

(30) 

7 

(22) 

1 

(9) 

21 

(18) 

Other 

-- 

2 

(6) 

-- 

-- 

2 

(2) 

Total 

22 

(100) 

41 

(100) 

10 

(100) 

32 

(100) 

11 

(100) 

116 

(100) 

third  year  medical  students,  conducted  by  the 
Chairman  of  the  Department  of  Medicine.  The 
philosopher  on  the  panel  spoke  in  various 
forums  on  the  topics  in  bioethics. 

While  these  programs  served  segments  of  the 
student  population,  they  failed  to  involve  ac- 
tively many  clinicians  (physicians,  nurses, 
counselors,  therapists)  in  the  examination  of 
pressing  ethical  issues.  Therefore,  a panel  of 
interested  faculty  got  together  to  design  a case- 
oriented  ethics  program  relevant  to  the  needs  of 
busy  clinicians  as  well  as  to  students  and  other 
interested  individuals. 

An  effort  was  made  to  make  the  ethics  rounds 
convenient  and  non-threatening.  Fliers  and 
memos  stressed  the  fact  that  the  purpose  of 
these  rounds  was  to  give  clinical  presentations 
to  illustrate  ethical  issues  faced  by  health  care 
providers.  The  rounds  were  to  represent  a forum 
for  discussion  of  these  issues,  but  not  to  replace 
existing  decision-making  processes  nor  to  pro- 
vide formal  ethical  consultation.^ 

To  assure  good  attendance  at  the  rounds,  they 
were  scheduled  on  a bi-weekly  basis  during  the 
lunch  hour  (12  Noon  - 1:15  p.m.)  in  a conference 
room  adjacent  to  the  hospital  cafeteria.  Organi- 
zational tasks  associated  with  the  rounds  were 
divided  among  panel  members.  A physician  was 
responsible  for  selecting  case  presentations 
from  specialty  areas  (internal  medicine, 
surgery,  pediatrics,  obstetrics,  and  medical 
genetics).  A program  specialist  was  responsible 
for  publicity  and  evaluation.  One  panel  member 
recorded  notes  on  each  session  and  developed 
two  or  three  page  summaries  of  each  round.  The 
ethicist  studied  the  cases  and  performed  "ethi- 


cal dissection”,  identifying  key  ethical  issues 
and  selecting  references  for  a handout  at  each 
conference.  This  completed  information  packet 
(case  summary,  ethical  dissection,  and 
background  readings)  was  made  available  to  all 
interested  participants  one  week  prior  to  the 
rounds. 

Ethics  rounds  were  publicized  through  a va- 
riety of  channels.  Medical  School  and  hospital 
calendars  and  bulletins  carried  information  on 
the  rounds,  including  logistic  information,  a de- 
scription of  the  purpose  of  the  rounds,  topic  for 
each  round,  case  presenter,  and  a list  of  panel 
members,  and  brightly  colored  fliers  were  dis- 
tributed widely  in  major  city  hospitals.  Addi- 
tional invitation  letters  were  sent  to  individuals 
working  in  the  specialty  area  being  discussed, 
describing  the  rounds  and  inviting  them  to  par- 
ticipate. This  technic  introduced  clinicians  from 
various  specialties  to  the  ethics  rounds  program 
and  assured  a good  attendance  by  those  in- 
terested in  a particular  case. 

Panel  members  provided  moderators  for  each 
session,  beginning  each  session  by  briefly  wel- 
coming the  participants,  describing  the  rounds, 
and  introducing  the  panel  members  and  case 
presenter.  The  presenter  was  asked  to  read 
through  the  case  description,  and  following  this 
case  presentation,  the  forum  was  opened  up  to 
questions  from  the  participants.  Panel  mem- 
bers often  initiated  discussion  by  asking  ques- 
tions which  exposed  some  of  the  subtleties  of  the 
case.  The  remainder  of  the  hour  was  spent  in  a 
general  discussion  of  the  issues  posed.  The  mod- 
erator kept  the  discussion  on  track  and  recog- 
nized individuals  who  wished  to  contribute. 
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TABLE  2 


EFFECTIVENESS  OF  ETHICS  ROUNDS  AS  A FORUM 
FOR  RESOLVING  ETHICAL  ISSUES 


Was  Decision  Point 
Reached? 

M 

N 

.D. 

(%) 

Other  Health 
Prof. 

N (%) 

Non-Heal th 
Care  Personnel 

N (%) 

Student 

N (%) 

Other 

N (%) 

Total 

N {%) 

Yes 

6 

(27) 

12 

(29) 

4 

(40) 

5 

(16) 

4 

(36) 

31 

(27) 

No 

11 

(50) 

23 

(57) 

4 

(40) 

20 

(62) 

7 

(64) 

65 

(56) 

Not  sure 

4 

(18) 

1 

(2) 

1 

(10) 

3 

(9) 

9 

(7) 

No  response 

1 

(5) 

5 

(12) 

1 

(10) 

4 

(13) 

-- 

11 

(10) 

Total 

22 

(100) 

41 

(100) 

10 

(100) 

32 

(100) 

11 

(100) 

116 

(100) 

In  closing,  the  moderator  asked  each  panel 
member  for  brief  summary  statements  regard- 
ing the  case.  These  statements  often  focused  on 
issues  pertaining  to  the  panel  member’s  special 
area  of  expertise.  Following  summary  state- 
ments, a preview  of  the  topic  and  presenter  for 
the  next  ethics  rounds  was  given. 

Since  December,  1978,  five  ethics  rounds 
have  been  held  at  the  Bernalillo  County  Medi- 
cal Center.  The  topics  for  these  rounds  have 
been,  "Treatment  Decisions  in  a Patient  with 
Leukemia,”  "Ethical  Decisions  for  Abortion  and 
Sterilization  in  a Mentally  Retarded  Person,” 
"The  Ethical  Problems  of  Euthanasia,”  (involv- 
ing a patient  with  multiple  exotoses  and  chon- 
drosarcoma), "Religious/Medical  Conflicts: 
Surgical  Treatment  of  Jehovah’s  Witnesses,” 
and  "Life  at  All  Costs”?:  Prolongation  of  Life  in 
Physically  and  Mentally  Debilitated  Patients,” 
(involving  an  elderly  man  with  lymphocyte-de- 
pletion Hodgkin’s  disease).  A brief  description 
follows  of  the  case  presented  at  the  first  bi- 
weekly ethics  rounds. 

Illustrative  Case  Presentation  and  Discussion 

The  patient  was  a 39-year-old  Hopi  woman 
who  was  well  until  approximately  three  to  four 
months  before  admission,  when  she  began  to 
develop  easy  fatigability  and  a general  feeling 
of  ill  health.  Because  of  her  progressive  illness, 
she  saw  her  family  physician  who  noted  an  ab- 
normal peripheral  blood  film,  suggestive  of 
leukemia. 

She  was  referred  to  our  hospital  for  further 


evaluation.  It  was  concluded  that  she  had  a 
myeloproliferative  disorder,  associated  with  se- 
vere granulocytopenia  and  thrombocytopenia. 
The  disease  was  not  as  aggressive  as  acute 
leukemia,  but  was  very  likely  to  be  fatal  from 
either  hemorrhage  or  serious  infection. 

Because  of  her  comparatively  young  age,  it 
was  stated  that  if  chemotherapy  were  to  be 
given,  it  should  be  given  aggressively.  The  fam- 
ily was  informed  that  aggressive  chemotherapy 
also  was  associated  with  major  risks  of  poten- 
tially fatal  hemorrhage  and  infection.  The 
physicians  caring  for  the  patient  were  uncom- 
fortable making  this  decision  by  them.selves. 
The  family  was  then  left  alone  to  discuss  the 
problem.  After  a few  hours,  they  decided  to  ac- 
cept aggressive  chemotherapy. 

The  patient  was  treated  with  a combination  of 
Adriamycin,  Cytosine  Arabinoside,  Vincris- 
tine, and  Prednisone.  The  toxicities  were  dis- 
cussed in  detail  with  the  patient  and  family.  On 
her  fourth  day  of  treatment,  she  began  to  de- 
velop moderately  severe  rectal  bleeding,  result- 
ing in  termination  of  her  chemotherapy  on  the 
sixth  day.  By  the  eighth  hospital  day,  the  rectal 
bleeding  ceased.  A repeat  bone  marrow  on  day 
10  revealed  that  her  marrow  was  still  100% 
cellular.  Cystosine  Arabinoside  was  resumed 
for 'an  additional  five-day  course.  On  day  14  she 
was  found  to  have  mild  shortness  of  breath,  a 
dry  cough,  and  rales  in  the  left  upper  lobe  an- 
teriorly. A chest  x-ray  revealed  bilateral  inter- 
stitial pneumonia.  Followup  chest  x-ray  showed 
significant  progression. 
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TABLE  3 


EFFECTIVENESS  OF  ETHICS  ROUNDS  AS  A FORUM 
FOR  THE  CLARIFICATION  OF  MORAL  CONCERNS 


Did  Session  Help 
to  Clarify  Moral 
Concerns  ? 

M 

N 

.D. 

(%) 

Other  Health 
Prof. 

N (%) 

Non 

Care 

N 

-Heal th 
Personnel 
(%) 

Student 

N (%) 

Other 

N (%) 

Total 

N (%) 

Yes 

10 

(45) 

25 

(61) 

7 

(70) 

25 

(78) 

10 

(91) 

77  (66) 

No 

12 

(55) 

13 

(32) 

2 

(20) 

7 

(22) 

1 

(9) 

35  (31) 

No  response 

-- 

-- 

3 

(7) 

1 

(10) 

4 (3) 

Total 

22 

(100) 

41 

(100) 

10 

(100) 

32 

(100) 

11 

(100) 

116  (100) 

Respiratory  failure  developed.  The  physi- 
cians discussed  placing  the  patient  on  a res- 
pirator. Because  of  the  unresponsiveness  of  her 
myeloproliferative  disease  and  the  progression 
of  her  pneunonia  despite  therapy,  it  was  gener- 
ally felt  that  a respirator  would  only  prolong  her 
suffering.  Discussions  were  then  carried  out 
with  the  patient  and  her  family.  It  was  decided 
that  a respirator  would  not  be  used  and  her 
condition  rapidly  worsened. 

The  patient  developed  extreme  respiratory 
distress.  Her  physicians  considered  the  possibil- 
ity of  administering  morphine  to  give  her  com- 
fort but  were  concerned  that  morphine  might 
slow  her  respirations  and  precipitate  acute  res- 
piratory failure  and  death.  Again,  the  physi- 
cians discussed  this  problem  with  the  patient’s 
family  and  the  family  in  turn  spoke  with  the 
patient.  A decision  was  made  to  place  her  on 
morphine.  She  died  48  hours  later. 

Discussion  focused  on  the  three  apparent 
stages  in  the  evolution  of  this  case  and  on  cer- 
tain of  the  ethical  issues  faced  by  those  caring 
for  the  patient. 

The  first  stage  was  marked  by  a decision  as  to 
whether  the  patient  should  undergo 
chemotherapy,  and  it  is  interesting  to  note  that 
purely  clinical  data  alone  were  not  sufficient  to 
recommend  one  course  of  action  over  another. 

Central  to  the  decision-making  process  at  this 
point  was  the  physician(s)-patient  relationship, 
as  perceived  both  by  physicians  and  patient. 
The  physicians  were  described  as  "uncomforta- 
ble” making  the  decision  whether  or  not  to  treat 
aggressively  and  so,  after  informing  the  patient 
and  her  family  about  the  nature  of  her  disease 


and  the  prospects  for  care,  left  the  family  alone 
to  make  the  decision. 

Why?  Were  the  physicians  themselves  in 
agreement  that  one  course  of  action  was  prefer- 
able, or  did  they  disagree  among  themsleves? 
Were  they  agreed  that  the  most  important  issue 
was  the  patient’s  (and  family’s)  right  to  decide, 
whatever  that  decision  might  be?  What  if  the 
patient  and  family  had  disagreed  among  them- 
selves? And  if  chances  for  effective  treatment 
had  been  greater  than  they  were  in  this  case, 
would  the  physicians  have  been  as  willing  to 
abide  by  the  patient  and  her  family’s  final  deci- 
sion? 

During  the  second  stage,  a decision  had  to  be 
made  regarding  whether  to  put  the  patient  on  a 
respirator.  While  the  questions  mentioned 
above  persisted,  new  questions  arose  at  this 
point.  As  the  patient’s  condition  deteriorated 
markedly,  did  her  physicians  approach  the 
sharing  of  information  differently?  That  is,  did 
the  apparently  increasing  "hopelessness”  of  the 
case  affect  either  the  amount  or  the  kind  of 
information  presented?  And  was  the  physicians’ 
willingness  (or  reluctance)  to  abide  by  the  pa- 
tient’s decision  in  any  way  different  than  in  the 
first  stage?  Did  they  perhaps  feel  that  this  was 
even  more  the  patient’s  decision  to  make? 

The  decision  of  whether  or  not  to  administer 
morphine  for  relief  from  intense  respiratory  dis- 
tress marks  the  third  and  final  stage.  The 
physicians  were  aware  of  the  possibility  that 
the  morphine,  while  alleviating  the  patient’s 
suffering,  might  also  slow  respirations,  precipi- 
tate acute  respiratory  failure,  and  hence  "has- 
ten death.”  This  dilemma  is  unfortunately  not 
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TABLE  4 


PERCEIVED  HELPFULNESS  OF  ETHICS  ROUNDS 


Other 

Heal th 

Non 

-Heal th 

Session  Helped 

M 

■ D. 

Prof. 

Care 

Personnel 

Student 

Other 

Total 

Because  It  . . . 

N 

W 

N 

(%) 

N 

(%) 

N 

{%) 

N 

{%) 

N 

(%) 

Helped  to  identify 

the  primary  issues 

7 

(20) 

6 

(12) 

-- 

-- 

10 

(25) 

3 

(20) 

26 

(17) 

Helped  to  clarify 
the  issues 

8 

(23) 

13 

(27) 

3 

(27) 

10 

(25) 

4 

(27) 

38 

(25) 

Introduced  new 
aspects 

7 

(20) 

16 

(33) 

4 

(36) 

10 

(25) 

7 

(47) 

44 

(29) 

Other 

2 

(6) 

2 

(4) 

-- 

-- 

3 

(8) 

-- 

-- 

7 

(5) 

No  response 

11 

(31) 

12 

(24) 

4 

(36) 

7 

(17) 

1 

(6) 

35 

(23) 

Total 

35 

(100) 

49 

(100) 

11 

(99) 

40 

(100) 

15 

(100) 

150 

(99) 

uncommon,  and  commentators  often  refer  to  it 
as  the  problem  of  "indirect  killing”  which  is 
often  justified  on  the  basis  of  its  "double  effect.” 
Appeal  to  traditional  and  professional  codes  of 
ethics  is  of  little  help,  especially  when  it  is  im- 
possible simultaneously  to  alleviate  suffering 
and  to  preserve  life. 

A final  question  was  raised;  Did  the  patient’s 
culture  and  religion  have  any  bearing  on  her 
decisions  and/or  treatment?  Was  this  issue 
raised,  either  by  the  physicians  or  by  the  patient 
herself?  If  not,  should  it  have  been? 

Ethics  rounds  were  the  forum  for  the  discus- 
sion of  these  and  other  questions,  and  for  the 
sharing  of  ideas  concerning  possible  approaches 
to  the  problems  presented.  In  addition,  brief 
readings  were  distributed  which  discussed  in 
more  detail  some  of  the  thorny  issues  of  this 
case.  The  first  reading  discussed  the  issue  of 
what  the  physician/patient  relationship  should 
be.^  The  second  reading  dealt  with  what  the 
physician  ought  to  tell  the  terminally  ill  pa- 
tient.^ A third  and  final  reading  explored  the 
issues  surrounding  "pain  killing  and  killing.”"* 

Results  of  Process  Evaluation 

At  the  conclusion  of  each  ethics  rounds,  par- 
ticipants were  asked  to  fill  out  a short  process 
evaluation  form.  The  questions  asked  on  this 
form  were  similar  to  those  used  by  Levine,  et  al, 
in  their  evaluation  of  "Ethics  Rounds  in  a Chil- 
dren’s Medical  Center.”*  The  initial  tabulated 


results,  based  on  the  first  five  ethics  rounds  held 
at  Bernalillo  County  Medical  Center,  are  pre- 
sented in  the  tables  which  follow.  Attendance  at 
the  rounds  was  quite  consistent;  seventy  to 
eighty  persons  participated  in  each  session.  The 
percentages  of  participants  who  completed 
questionnaires  were  also  consistent,  with  about 
thirty  per  cent  response  rate  for  all  sessions.  For 
the  first  five  sessions,  a total  of  116  evaluation 
forms  were  received.  Selection  biases  may  have 
been  introduced  because  only  one-third  of  the 
participants  completed  evaluation  forms. 

Respondents  were  asked  to  classify  them- 
selves as  either  "M.D.”  (22  forms  received), 
"Other  Health  Professional”  (41  forms  re- 
ceived), "Non-Health  Care  Personnel”  { 10  forms 
received),  "Student”  (32  forms  received),  or 
"Other”  (1 1 forms  received).  Tables  1-3  show  the 
perceived  effectiveness  of  ethics  rounds  in  defin- 
ing and  clarifying  moral  concerns.  * Persons  who 
felt  that  the  rounds  helped  to  clarify  moral  con- 
cerns were  asked  another  question:  "If  yes,  in 
what  ways?”  The  responses  to  this  question  are 
presented  in  Table  4.  Table  5 shows  the  re- 
sponses of  participants  to  the  following  ques- 
tion: "Did  the  discussion  change  your  position 
on  the  issues?”* 

In  addition  to  the  questions  described  above, 
participants  were  asked  to  give  their  overall 
impressions  of  the  rounds  — 73.04  per  cent  of 
the  responses  to  this  question  were  highly 
favorable.  Comments  such  as  "good  session,” 


286 


Rocky  Mountain  Medical  Journal 


TABLE  5 


CHANGES  IN  PERCEPTIONS  OF 
PARTICIPANTS  IN  ETHICS  ROUNDS 


Did  Discussion 
Chanqe  Your  Posi- 
tion on  the  Issues? 

M.D. 

N (%) 

Other  Health 
Prof. 

N (.%) 

Non 

Care 

N 

-Heal th 
Personnel 
(%) 

student 

N {%) 

Other 

N {%) 

Total 

N {%) 

No 

13  (59) 

21 

(50) 

4 

(40) 

8 

(24) 

2 

(18) 

48 

(41) 

Strengtliened 
prior  position 

5 (23) 

6 

(14) 

2 

(20) 

7 

(21) 

1 

(9) 

21 

(18) 

Broadened/streng- 
thened prior 
position 

4 (18) 

13 

(31) 

4 

(40) 

8 

(24) 

4 

(36) 

33 

(28) 

Diametric  change 
in  position 

__ 

1 

(2;5) 

__ 

-- 

-- 

-- 

__ 

1 

(1) 

Other 

1 

(2.5) 

-- 

__ 

6 

(18) 

3 

(27) 

10 

(9) 

No  response 

--  -- 

-- 

__ 

-- 

4 

(12) 

1 

(9) 

5 

(4) 

Total 

22  (100) 

42 

(100) 

10 

(100) 

33 

(99) 

11 

(99) 

118 

(101) 

"diverse  viewpoints  invaluable,”  "excellent  ses- 
sion,” consciousness  raising,”  and  "frank  dis- 
cussions are  invaluable”  were  typical. 

Answers  to  the  question:  "Would  you  recom- 
mend or  encourage  co-workers/fellow  students 
to  attend  future  sessions?”  were  unequivocally 
positive.  94.23  per  cent  of  the  responses  to  this 
question  were  affirmative. 

Conclusions 

Most  participants  in  ethics  rounds  felt  that 
the  ethical  issues  elicited  by  a case  were  clearly 
definai  during  the  course  of  discussion.  This 
feeling  -was  prevalent  among  all  professional 
groups  surveyed  and  no  significant  differences 
were  found,  among  the  different  groups  sur- 
veyed. 

Overall,  only  twenty-seven  per  cent  of  the 
participants  felt  that  a decision  point  was 
reached  during  the  course  of  discussion.  In  other 
words,  though  most  people  felt  that  the  ethical 
issues  had  been  clearly  defined,  far  fewer  par- 
ticipants felt  that  these  issues  were  resolved 
during  the  rounds.  Once  again,  these  feelings 
tendf^  to  apply  to  all  professional  groups  sur- 
veyed. 

As  might  be  expected,  many  participants  who 
felt  that  the  discussion  had  not  succeeded  in 


resolving  moral  concerns  did  feel  that  the 
rounds  had  helped  to  clarify  these  concerns. 
Here  significant  differences  were  observed 
among  the  varous  professional  groups  sur- 
veyed. Over  half  (fifty-five  per  cent)  of  the 
physicians  surveyed  felt  that  moral  concerns 
had  not  been  clarified.  By  contrast,  sixty-one 
per  cent  of  other  health  professionals,  seventy 
per  cent  of  the  non- health  care  personnel,  and 
seventy-eight  per  cent  of  the  students  felt  that 
moral  concerns  had  been  clarified. 

Responders  who  felt  that  the  sessions  had 
helped  to  clarify  moral  concerns  were  asked  to 
specify  in  what  way  or  ways  the  rounds  had 
been  helpful.  Here  again,  differences  were  ob- 
served am.ong  the  various  professional  groups 
surveyed.  Both  physicians  and  students  tended 
to  give  equal  weight  to  the  categories:  "helped  to 
identify  the  primary  issue,”  "helped  to  clarify 
the  issues,”  and  "introduced  new  aspects.” 
Other  health  professionals  and  non-health  care 
personnel  put  heavier  emphasis  on  the  rounds’ 
helpfulness  in  "clarifying  the  issue(s)”  and  "in- 
troducing new  aspects,”  as  opposed  to  "identify- 
ing the  primary  issue(s).” 

In  all,  fifty-nine  per  cent  of  responders  felt 
that  the  rounds  had  not  led  to  a change  in  their 
positions  on  the  issue(s),  nor  had  served  to 
strengthen  their  prior  positions.  By  contrast, 
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twenty-nine  per  cent  of  responders  had  experi- 
enced a change,  primarily  in  the  form  of  a 
broadening  or  softening  of  their  prior  positions 
on  the  issues.  Physicians  tended  to  be  the  least 
likely  to  change  their  positions,  with  only  eigh- 
teen per  cent  of  responders  experiencing  a 
broadening  or  softening  of  their  prior  positions. 
Among  non-health  care  personnel,  a full  forty 
per  cent  experienced  a broadening  or  softening 
of  their  prior  positions. 

The  vast  majority  of  participants  in  ethics 
rounds  enjoyed  the  sessions  to  the  point  that 
they  were  willing  to  encourage  friends  and  co- 
workers to  participate.  The  major  benefits  de- 
rived from  the  rounds  by  these  participants 
were  in  the  areas  of  defining  and  clarifying 
moral  concerns.  A minority  of  participants  felt 
that  the  ethics  rounds  had  succeeded  in  resolv- 
ing ethical  and  moral  dilemmas  or  in  drastically 
changing  their  positions  on  the  issues.  In  light 
of  these  data,  a recommended  primary  goal  of 
ethics  rounds  is  to  provide  a non-threatening 


multidisciplinary  forum  for  the  discussion  of 
ethical  issues. 

Throughout  these  rounds,  participants  were 
exposed  to  several  different  viewpoints  and 
began  to  appreciate  the  complexity  of  the  moral 
and  ethical  decisions  facing  the  health  care  pro- 
vider. By  discussing  these  issues  openly  and 
frankly,  it  appeared  that  sensitivity  was  en- 
hanced and  lines  of  communication  were 
opened.  In  the  future,  the  benefits  of  this  com- 
munication may  prove  to  be  invaluable  for  pa- 
tients, their  families,  and  health  care  providers 
involved  in  treatment  and  management.  • 
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Alcohol  abuse  in  New  Mexico* 

And  in  Other  Rocky  Mountain  States 


Max  D.  Bennett,  PhD,  and  Walter  W.  Winslow,  MD, 

Albuquerque,  New  Mexico 


With  over  10  million  alcoholics  currently,  and  al- 
cohol abuse  escalating  yearly  in  the  U.S.,  the  medical 
consequences  of  alcohol  must  constantly  be  ad- 
dressed. Since  the  Rocky  Mountain  states  rank  very 
high  nationally  in  alcoholics  and  alcohol  consump- 
tion per  100,000  population,  physicians  should  be 
acquainted  with  the  efficacy  of  alternative  treatment 
programs  and  should  actively  participate  in  public 
discussions  and  decisions  about  alcohol  abuse  pre- 
vention, treatment,  and  rehabilitation. 


The  Magnitude  of  the  Problem 

Although  heart  disease  and  cancer  strike  fear 
in  the  hearts  of  Americans,  and  the  emotional 
appeal  is  high  for  treatment  and  research  in 
these  areas,  the  benefits  derived  from  further 
expenditures  therefore  should  be  analyzed, 
especially  with  respect  to  the  magnitude  of  the 
social  repercussions  of  alcohol  abuse  and  the 
potential  benefits  to  be  realized  from  research 
and  rehabilitation  efforts.  In  1976  approxi- 
mately $40  billion  was  lost  in  work  time,  health 
and  welfare  services,  law  enforcement,  and 
property  damage  due  to  alcohol  abuse  in  the 
U.S.  (Table  1)  According  to  Harvard  economist 
Ralph  Berry,  this  estimate  should  be  increased 
by  about  one-fourth,^  an  increase  which  would 
raise  the  cost  of  New  Mexico’s  alcohol  problem 
in  1976  from  $200  to  $250  million. 

"if 

This  article  is  based  on  a report  to  the  New  Mexico  State  Health  Planning  and  Develop- 
ment Agency,  Health  and  Social  Services  Department,  by  Max  D.  Bennett  and  Janet 
Winchester.  “Mental  Health  and  Accident- Violence  Problems  in  New  Mexico:  A Be- 
nefit/Cost Perspective.”  Dr.  Bennett  is  Assistant  Professor,  Department  of  Family.  Com- 
munity. and  Emergency  Medicine:  Dr.  Winslow  is  Professor  and  Chairman,  Department  of 
Psychiatry,  member.  New  Mexico  Medical  Society.  New  Mexico  Psychiatric  Association. 
American  Medical  Association.  American  Psychiatric  Association,  both  at  the  University 
of  New  Mexico  School  of  Medicine. 


With  an  absolute  alcohol  consumption  rate  of 
2.89  gallons  per  capita.  New  Mexicans  appear  to 
be  average  drinkers.  Compare  this  rate  to  the 
only  slightly  lower  national  average  of  2.68. 
Averages  range  from  Utah’s  1.70  per  capita  to 
Nevada’s  6.90.^  New  Mexico  ranked  29th  in 
1970  for  per  capita  consumption  of  absolute  al- 
cohol but  jumped  to  20th  in  1976.  The  other 
Rocky  Mountain  states  have  an  even  higher 
consumption  rate  as  seen  in  Table  2,  and  like 
New  Mexico  all  climbed  the  national  per  capita 
consumption  ladder  in  the  six  years  from  1970 
to  1976.^  This  trend  for  Rocky  Mountain  drink- 
ers to  be  consuming  more  while  nationally 
people  are  drinking  the  same  amount  they  did 
in  1970^  clearly  identifies  the  Rocky  Mountain 
population  as  one  in  need  of  more  treatment  and 
prevention  programs. 

Figures  such  as  the  $250  million  one  derived 
from  national  averages,  are  low  probably  be- 
cause of  New  Mexico’s  higher-than-average 
mortality  rates  for  alcoholism,  cirrhosis  of  the 
liver,  and  alcohol-related  suicide  and 
homicide."*  Since  New  Mexico  approximates  the 
U.S.  average  consumption  while  it  exceeds  the 
national  average  for  mortality  from  alcohol 
abuse,  h rather  limited  segment  of  the  New 
Mexico  population  may  have  a large  drinking 
problem.  Table  3 indicates  that  other  Rocky 
Mountain  states  rank  very  high  nationally  with 
even  more  alcoholism  per  100,000  population 
than  New  Mexico. 

Correlations  between  alcohol  abuse  and 
ethnicity  are  inadequate  to  explain  the  nature 
and  magnitude  of  the  problem  in  New  Mexico. 
While  the  Indian  and  Hispanic  mortalities  from 
alcoholism  are  higher  than  the  Anglo  rate,  the 
Anglo  rate  is  still  considerably  above  the  na- 
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TABLE  1 


ESTIMATED  COSTS 

OF  ALCOHOL  MISUSE  AND  ALCOHOLISM 

UNITED 

STATES  AND  NEW 

MEXICO 

1971,  1976 

United  States 

United  States 

New  Mexico 

Costs 

Costs 

Costs 

In  Billions 

Per  Capita 

In  Millions 

Direct  Costs 

8.93 

43.30 

45.2 

Indirect 

9.35 

45.34 

47.4 

Other 

Motor  Vehicle  Accidents 

6.44 

31.23 

32.6 

Criminal  Justice  System 

0.51 

2 . 47 

2.6 

Social  Welfare  System 

0.14 

0 .68 

0.7 

Total  Economic  Costs-1971* 

25 . 37 

123 .02 

Total  Economic  Costs-1976** 

39 .88 

193.39 

202.0 

* New  Mexico  1971  population:  1,044,800. 

**  Adjusted  for  increase  in  population  (11.8%)  and  Consumer  Price  Index 
(40.6%) , 


Source:  U.S.  Department  of  Health,  Education,  and  Welfare.  Alcohol  and 

Health ; New  Knowledge . Washington:  U.S.  Government  Printing 
Office,  1974,  p.50. 


Bureau  of  Business  and  Economic  Research.  New  Mexico  Statistical 
Abstract,  1975.  Albuquerque,  University  of  New  Mexico,  1976. 

'‘Economic  Indicators",  New  Mexico  Business,  30  (4  ):  34  , April, 

1977. 


tional  average  (Table  4).  Specifically,  the  mor- 
tality rate  for  alcoholism  in  New  Mexico  is  six  to 
seven  times  the  national  rate  for  non- Whites 
and  two  to  three  times  that  for  Whites.  And, 
although  the  alcoholism  mortality  rate  for  His- 
panic males  is  one-sixth  the  male  Indian  rate, 
the  Hispanic  rate  exceeds  the  national  rate  for 
all  White  males  by  four  times. 

For  New  Mexico  males  aged  25  to  34,  cirrhosis 
of  the  liver  occurs  at  a rate  of  more  than  three 
times  the  national  average.  For  males  aged  35 
to  44,  it  is  more  than  two  times  the  national 
average  and  the  fourth  leading  cause  of  death. 
Hispanics  in  the  latter  age  group  show  a rate  of 
cirrhosis  three  times  the  U.S.  figure  for  all 
males  that  age.  But,  the  Indian  male  aged  35  to. 
44  suffers  the  most  by  comparison  with  a rate  of 
cirrhosis  over  ten  times  that  of  all  U.S.  males  in 
that  age  group.®  Cirrhosis  is  often  related  to 


alcoholism  although  there  are  confounding  fac- 
tors such  as  nutrition.  Nevertheless,  deaths  re- 
sulting from  cirrhosis  increased  36  per  cent 
from  1960  to  1970  with  up  to  95  per  cent  of  these 
deaths  attributed  to  alcohol  abuse. ^ And,  since 
alcohol  statistics  reveal  high  positive  correla- 
tions between  per  capita  alcohol  consumption 
rate  and  deaths  due  to  cirrhosis,  the  Rocky 
Mountain  population  should  be  viewed  as  one  of 
high  risk. 

Like  his  physical  health,  the  mental  health  of 
the  abusive  drinker  is  obviously  compromised. 
Alcohol  disorders  became  a critical  component 
of  admissions  to  state  and  county  mental  hospi- 
tals in  the  United  States  over  the  ten  years  after 
1962,  accounting  for  over  one-fourth  of  those 
admissions  without  prior  inpatient  psychiatric 
care  in  1972.®  By  age,  sex,  and  race  for  admis- 
sions to  mental  facilities,  alcohol  disorders 
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TABLE  2 


APPARENT  ANNUAL  CONSUMPTION  OF  ABSOLUTE  ALCOHOL 
IN  U.S.  GALLONS  PER  PERSON 
FOR  DRINKING-AGE  POPULATION 

ROCKY  MOUNTAIN  REGION 
1976 


Colorado 

3.29 

Montana 

3.12 

New  Mexico 

2.89 

Wyoming 

3.35 

Rank  in  U.S. 
by  Rate 

9 

13 

20 

8 


United  States  2.68 

Source:  Secretary  of  Health,  Education,  and  Welfare.  Third 

Special  Report  to  the  U.S.  Congress  on  Alcohol  and 

Health  - June  1978.  Rockville,  MD ; U.S.  Depart- 

ment of  HEW,  p.  89  (Preprint  Copy). 


ranked  first  for  males  over  24  both  in  1969  and 
1972  as  the  leading  diagnosis.®  Alcohol  and 
schizophrenia  are  currently  the  leading  causes 
for  hospitalization  for  mental  health  problems 
both  in  New  Mexico  and  the  United  States.'^ 
Coupled  with  the  threat  alcohol  abuse  poses 
to  the  health  of  the  abuser  is  the  threat  to  the 
rest  of  the  population  from  alcohol-related 
homicides  and  motor  vehicle  accidents.  In  the 
U.S.,  alcohol  is  involved  in  up  to  86  per  cent  of 
all  homicides  and  up  to  72  per  cent  of  robberies. 
As  many  as  83  per  cent  of  offenders  in  prison 
have  reported  alcohol  was  a factor  in  their 
crimes.^  As  many  as  59  per  cent  of  fatal  motor 
vehicle  crashes  have  involved  drivers  with 
blood  alcohol  concentrations  of  0.10  per  cent  or 
more.  Alcohol  is  associated  with  almost  70  per 
cent  of  drownings,  over  80  per  cent  of  fire 
fatalities,  and  one-third  of  suicides. ^ Dr. 
Richard  Rada  estimates  that  over  50  per  cent  of 
child  molesters  are  alcoholics.® 

This  year  New  Mexico  moved  ahead  of  Wyo- 
ming to  lead  nationally  in  the  motor  vehicle 
death  rate.  In  McKinley  and  San  Juan  counties 
with  their  high  concentration  of  Native  Ameri- 
cans, the  involvement  of  alcohol  in  such  acci- 
dents reached  96  per  cent  in  1970  and  declined 
modestly  to  88  per  cent  in  1976.®  From  1967  to 
1975,  250  male  Native  Americans  per  100,000 
died  in  motor  vehicle  accidents  — a rate  four 
times  that  of  the  combined  Hispanic  and  Anglo 
population.^®  The  death  rates  for  both  New 


Mexican  males  and  females  in  accidents  are 
twice  the  national  average.  These  accidents  are 
third  only  to  cardiovascular  disease  and  malig- 
nant neoplasms  as  the  major  killer  of  New  Mex- 
icans. 

The  then  U.S.  Department  of  Health,  Educa- 
tion, and  Welfare  found  in  1966  that  funding 
priorities  both  in  terms  of  averting  premature 
deaths  and  obtaining  the  largest  public  return 
for  funds  expended  should  be  projects  concerned 
with  motor  vehicle  safety.  Since  at  least  50  per 
cent  of  all  motor  vehicle  deaths  are  alcohol  re- 
lated, programs  aimed  at  the  drinking  driver 
are  imperative.  Cost/benefit  analysis  of  these 
projects  revealed  an  encouraging  benefit  to  cost 
ratio  of  21.5  with  costs  of  $28.5  million  exceeded 
by  benefits  estimated  at  $613  million. From 
an  economic  point  of  view,  such  programs  de- 
serve high  funding  priority. 

Yet,  although  alcohol  abuse  is  such  a costly 
social  problem  in  the  U.S.,  as  well  as  one  which 
may  be  amenable  to  treatment,  the  Federal 
government  will  spend  only  $21  million  for  al- 
cohol research  in  fiscal  year  1979  as  opposed  to 
$797  million  for  cancer. If  these  problems 
were  caused  by  an  unknown  bacteria  such  as 
Legionnaire’s  Disease,  the  entire  nation  would 
be  mobilizing  to  research  and  combat  the  threat 
to  our  well-being.  Yet  with  something  like  al- 
cohol, a substance  so  freely  used  by  our  society, 
major  efforts  have  not  been  made  to  diminish  its 
destructiveness. 
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TABLE  3 

ALCOHOLISM  RATES 

ROCKY  MOUNTAIN  REGION 
1977 


# of 

Alcoholic 

Persons 

Rate  Per 
100,000 
Drinking-Age 
Population 

Rank 

by 

Number 

Rank 

by 

Rate 

Colorado 

267,837 

13,791 

14 

2 

Montana 

57,902 

10,284 

37 

7 

New  Mexico 

60,000 

7,134 

35 

21 

Wyoming 

26,000 

8,966 

50 

10 

United  States 

11,221,499 

6,919 

- 

Source:  Single  State  Alcoholism  Authorities  as  reported  in  "Alcoholism 

Rate  in  U.S.  Hits  11  Million,"  The  Bottom  Line  2(1):  3,  Spring, 

1978. 


Treatment  and  Rehabilitation 

Evaluation  of  alcohol  treatment  and  rehabili- 
tation programs  are  difficult  scientific  en- 
deavors. In  1976,  the  Rand  Corporation  pub- 
lished the  most  extensive  evaluation  of  diffe- 
rent types  of  programs  offered  by  comprehen- 
sive alcoholism  treatment  centers  which  were 
funded  by  the  National  Institute  on  Alcohol 
Abuse  and  Alcoholism.  Because  these  centers 
have  been  monitored  for  client  treatment  and 
outcome  data  on  30,000  clients  since  1972,  the 
Rand  Study  provides  an  extensive  scientific 
foundation  for  looking  at  treatment  outcome. 
Their  conclusions  cannot,  however,  be  consi- 
dered the  "last  word”  on  the  subject,  which  is  the 
case  with  most  scientific  inquiry.  The  authors 
themselves  suggested  skepticism  about  their 
findings  and  urged  more  complete  data  before 
their  conclusions  are  used  to  change  policy. 
They  doubted  that  their  data  were  adequate  to 
assess  "recovery”  defined  as  "stable  remission  of 
symptoms  overtime,”  so  they  reserved  this  term 
for  later  followup  studies.  Instead,  they  prefer- 
red the  term  "remission”  to  describe  their  re- 
sults. 

One  important  finding  of  the  Rand  Study  was 
the  relatively  uniform  remission  rate  across  dif- 
ferent modes  of  treatment.  The  study  concluded, 
"If  the  primary  justification  for  treatment  as- 


signment is  successful  recovery  from  al- 
coholism, then  more  expensive  settings  are  less 
cost-effective.  On  the  other  hand,  if  the  justifi- 
cation for  certain  treatment  settings  is  social 
support,  medical  treatment,  or  safety  of  the 
community,  then  other  standards  for  effective- 
ness must  be  applied.”^^  Less  expensive  treat- 
ment modes  would  use  more  paraprofessional 
counselors  and  outpatient  care  settings. 

A second  conclusion  of  the  Rand  Study  related 
to  the  amount  and  duration  of  care.  The  scien- 
tific results  are  inconclusive  but  until  addi- 
tional research  is  undertaken,  the  authors  re- 
commend long-term  treatment  with  emphasis 
on  outpatient  settings  as  opposed  to  short-term 
intensive  treatment. 

Although  the  Rand  Study  gives  some  general 
guidelines  for  resource  allocation,  the  state  of 
the  art  is  such  that  alcohol  programs  should  be 
evaluated  on  an  individual  basis.  A relatively 
simple  approach  that  clearly  and  succinctly 
identifies  how  to  evaluate  individual  alcohol 
programs  from  a benefit/cost  perspective  has 
been  developed  by  Swint  and  Nelson. Health 
planning  agencies  should  consider  adopting  the 
Swint  and  Nelson  approach  as  the  basis  for 
evaluating  proposed  alcohol  programs. 

Since  benefit/cost  analysis  is  relatively  new 
and  few  studies  have  been  conducted,  programs 
which  may  yield  high  benefit/cost  ratios  should 
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TABLE  4 


ALCOHOLISM  MORTALITY 
RATE  PER  100,000  POPULATION 
NEW  MEXICO  AND  UNITED  STATES 
1969-1975,  1972 


1969-1975  1972 

NM US  Ratio* 


Male 

Female 

Male 

Female 

Male 

Female 

Total  White 

8.1 

1.6 

2.7 

0.8 

3.0 

2.0 

Spanish 

12 . 2 

1.7 

Anglo 

5.9 

1.5 

Total  Non-White 

54.0 

14.2 

8.1 

2 . 4 

6.7 

5.9 

Indian 

70.9 

20.3 

Black 

18.0 

Other 

7.5 



Total 

11.6 

2.6 

3.3 

1.0 

3.5 

2.6 

* Ratio  = NM  T US  rates 

Sources:  New  Mexico  Tumor  Registry,  1977. 

U.S.  Department  of  Health,  Education, and  Welfare.  Vital  Statis- 
tics of  the  United  States,  1972.  Washington:  U.S.  Government 
Printing  Office,  1976. 


be  identified.  Besides  the  more  global  ap- 
proaches outlined  above,  there  are  other  pro- 
grams and  sources  of  information  which  should 
be  reviewed.  Many  therapists  regard  Alcoholics 
Anonymous  ( AA)  as  a significant  adjunct  to  any 
medical  or  psychological  treatment. 

A program  in  Baltimore  that  serves  multiple 
employers  and  unions  rather  than  any  single 
employer  has  been  operating  since  1972.  Of  the 
134,000  member  work  force,  206  problem  drink- 
ers were  found  to  have  absentee  days  as  much 
as  eight  times  the  normal  rate.  The  value  of 
reduction  in  absenteeism  for  the  twelve-month 
period  prior  to  and  after  referral  for  treatment 
amounted  to  $586  per  worker  versus  a cost  of 
treatment  of  $1300.^^  However,  the  benefit/cost 
ratio  would  probably  increase  past  1.0  if  other 
benefits  were  explicitly  included  such  as  de- 
creasing premature  mortality,  criminal  justice 
costs,  and  social  welfare  costs. 

New  Orleans  investigated  the  problem  of  "re- 


volving door”  alcoholics  in  terms  of  the  cost  to 
society.  House  of  detention,  police  department, 
court  and  health  treatment  costs  alone 
amounted  to  over  $1500  per  individual  per  year 
in  1967.^®  These  costs  represent  obvious  poten- 
tial benefits  from  an  alcohol  treatment  and  re- 
habilitation program  and  again  benefits  would 
increase  greatly  if  the  production  losses  as- 
sociated with  the  "revolving  door”  alcoholic 
were  considered. 

Winslow,  et  al.,  developed  cost  information 
that  substantiated  the  hypothesis  that  the 
"psychoneuroses  and  pathological  emotional  at- 
titudes of  employees  toward  their  employment, 
foremen,  fellow  workers,  and  machines  were 
responsible  for  a greater  loss  in  dollars  and 
cents  than  accidents  and  contagion.  The  work 
efficiency  of  the  suspected  problem  drinker  was 
found  to  be  23  per  cent  less  than  that  of  his 
problem-free  co-worker.  The  authors  stressed 
the  importance  of  not  concluding  that  problem 
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drinkers  among  employees  should  be  dismissed 
because  they  are  too  costly.  They  should  be  of- 
fered treatment  services.  Identifying  a problem 
drinker  is  often  difficult,  and  his  dismissal 
would  not  solve  society’s  more  general  alcohol 
problems.  Rather,  it  would  compound  them. 

A variety  of  resources  for  alcoholism  may  be 
available  in  most  communities.  They  include 
alcoholism  information  and  referral  centers,  al- 
coholism treatment  centers,  general  hospitals, 
mental  hospitals,  community  mental  health 
centers,  detoxification  centers,  alcoholism  out- 
patient clinics,  private  physicians.  Alcoholics 
Anonymous,  and  vocational  rehabilitation  pro- 
grams. Although  substantial  numbers  of 
treatment  resources  exist,  it  is  well  known  that 
most  people  with  alcohol -related  problems  do 
not  receive  adequate  treatment.  It  is  estimated 
that  only  10  per  cent  of  the  nations  10  million 
alcoholics  receive  treatment  each  year.^ 

Barriers  to  treatment  still  exist.  These  in- 
clude social  stigma,  failure  in  service  delivery 
systems,  failure  and  reluctance  on  the  part  of 
professionals,  including  physicians,  to  diagnose 
the  condition,  and  ethnic  or  cultural  sanctions. 
This  list  could  be  lengthened  considerably.  It 
seems  clear  that  any  attempt  to  treat  al- 
coholism must  give  consideration  to  the  many 
barriers  to  treatment  and  include  a rigorous 
educational  effort  to  inform  the  general  public 
more  fully  regarding  the  nature  of  alcoholism. 

Educational  Considerations 

The  highest  rates  of  alcohol  abuse  have  been 
found  in  men  aged  18-29  while  alcoholics  tend  to 
be  in  their  forties  with  twenty  years  or  more  of 
heavy  drinking  behind  them.  These  statistics 
imply  that  early  prevention  is  extremely  impor- 
tant. A study  about  prevention  has  been  an- 
nounced for  three  localities  in  California:  one 
will  try  media  campaigns  and  tighter  enforce- 
ment on  conditions  and  sale  of  alcohol;  another 
will  launch  only  media  campaigns;  the  third 
will  be  a control  group  with  no  special  emphasis 
on  alcohol  problems.  Hopefully,  this  study  will 
provide  clues  about  how  to  change  society’s  view 
of  the  alcohol  problem  and  how  to  intervene 
with  potential  alcoholics. 

Legal  Drinking  Age 

The  high  incidence  of  motor  vehicle  fatalities,- 
homicide,  and  suicide  in  the  15-24  age  group  in 
New  Mexico^  and  the  strong  relationship  of 
these  problems  to  alcohol  abuse  indicates  that 


any  change  in  the  legal  drinking  age  should 
receive  strong  and  thorough  attention.  Al- 
though New  York  and  Louisiana  have  allowed 
drinking  by  the  age  of  18  for  years,  the  trend  to  a 
lower  drinking  age  did  not  occur  until  the 
1970s.  By  1973, 20  states  permitted  18  year-olds 
to  drink.  Minnesota  may  have  started  a reversal 
of  this  trend  by  raising  the  age  requirement 
from  18  to  19.  Montana  followed  suit  by  raising 
the  legal  drinking  age  from  18  to  19  in  the 
November  1978  election.  A doctoral  thesis  at 
the  University  of  Michigan  by  Richard  Doug- 
lass, now  a staff  member  of  the  Highway  Traffic 
Safety  Institute  at  the  University  of  Michigan, 
concluded  that  "lowering  the  legal  drinking  age 
in  both  Michigan  and  Maine  did  in  fact  result  in 
more  drinking  by  youths  and  in  a higher  al- 
cohol-related accident  frequency  among  the 
'new  adults’.’’^® 

A New  Mexico  study  found  an  alarming  in- 
crease in  hard  liquor  use  in  Albuquerque  Public 
Schools.  In  1972, 3 per  cent  of  all  twelfth  graders 
drank  hard  liquor  more  than  once  a week.  Two 
years  later,  26  per  cent  or  over  one-fourth  of  all 
twelfth  graders  were  drinking  hard  liquor  more 
than  once  a week.^  The  predominant  age  at 
which  New  Mexicans  begin  to  drink  is  between 
16  and  18  years.^^^  And,  since  age  is  the  variable 
most  related  to  use  of  alcohol,  this  group  cer- 
tainly constitutes  one  of  high  risk  at  which  edu- 
cation and  prevention  efforts  should  be  aimed. 

Colorado  and  New  Mexico’s  21-year  age  re- 
quirement for  drinking  alcohol  should  remain 
until  methods  of  adequately  educating  youths 
about  the  problems  of  alcohol  abuse  are  de- 
veloped and  proven  effective.  Montana  and 
Wyoming  should  review  their  experience  in  al- 
lowing 19  year-olds  to  drink. 

Taxes  on  Alcohol  Sales 

The  economic  justifications  for  a tax  on  al- 
cohol products  are  the  externalities  associated 
with  its  consumption:  increased  motor  vehicle 
deaths,  crime,  and  property  damage.  Yet  in 
1974,  the  federal,  state,  and  local  taxes  on  al- 
cohol amounted  to  only  $10  billion  compared 
with  about  $40  billion  in  costs  related  to  alcohol 
abuse. In  other  words,  for  every  dollar  col- 
lected in  alcohol  taxes,  society  was  absorbing 
well  over  $3  in  social  costs  of  alcohol.  Within 
New  Mexico  for  fiscal  year  1975-1976,  local, 
state,  and  federal  sales  and  excise  taxes  on  al- 
cohol totaled  only  $44.3  million.  Again  the  state 
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bill  for  alcohol-related  costs  approached  $250 
million.  Alcohol  taxes  are  not  generally  ear- 
marked for  alcohol  problems  even  though  other 
excise  taxes,  such  as  gasoline  taxes  are  ear- 
marked for  highway  construction  and  mainte- 
nance. The  State  Alcoholism  Authority  esti- 
mated that  the  alcohol  treatment  and  rehabili- 
tation expenditure  in  New  Mexico  has 
amounted  to  only  11  per  cent  of  the  revenue 
generated  through  alcohol  taxes.® 

Senator  Mike  Gravel  (D-Alaska)  has  been 
urging  Congress  to  increase  alcohol  taxes  in 
order  to  balance  costs  and  revenues.  Between 
1933  and  1951,  the  federal  taxes  per  gallon  or 
barrel  on  distilled  spirits,  beer,  and  wine  in- 
creased respectively  955  per  cent,  180  per  cent, 
and  425  per  cent.  Since  1951,  the  federal  tax 
rates  have  remained  constant.^ 

Summary 

New  Mexico’s  high  mortality  rates  associated 
with  alcohol  abuse  coupled  with  a consumption 
rate  close  to  the  national  average  implies  that 
the  alcohol  problem  in  this  state  may  be  concen- 
trated in  certain  segments  of  the  population. 
Although  the  Indian  mortality  rate  from  al- 
coholism is  extremely  high,  the  Anglo  and 
Spanish  rates  are  considerably  above  the  na- 
tional average.  Data  from  Albuquerque  Public 


Schools  indicate  that  alcohol  abuse  may  grow  in 
the  future  because  the  drinking  problem  is  af- 
fecting more  junior  and  senior  high  students  at 
younger  ages.  Emphasis  on  young  drinkers 
seems  warranted  in  the  face  of  studies  which 
indicate  that  young  problem  drinkers  are  more 
prone  to  become  alcoholics  at  a later  age.  Since 
other  Rocky  Mountain  states  have  higher  con- 
sumption of  alcohol  per  capita  than  New 
Mexico,  their  alcohol  problem  may  even  be  more 
extensive. 

Treatment  and  rehabilitation  programs 
should  de-emphasize  short-term  treatment  in 
favor  of  long-term  treatment  in  outpatient  set- 
tings. A simple  evaluation  of  the  benefits  and 
costs  of  individual  alcohol  programs  is  availa- 
ble. Consideration  should  be  given  to  raising 
taxes  on  alcohol  products  and  earmarking  these 
revenues  for  alcohol  treatment  and  rehabilita- 
tion. Consumer  health  education  is  being  tested 
for  its  effectiveness  in  attacking  alcohol  prob- 
lems. Until  further  information  is  available,  the 
legal  drinking  age  in  Colorado  and  New  Mexico 
should  not  be  lowered  and  Montana  and  Wyo- 
ming should  consider  raising  their  minimum 
ages.  Once  federal  and  state  funding  for  alcohol 
abuse,  treatment,  and  rehabilitation  are  com- 
mensurate with  the  cost  of  the  problem,  addi- 
tional programs  should  benefit  the  problem 
drinker,  and  in  turn,  his  community.# 
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Pneumatosis  cystoides  intestinalis* 

Mimicry  of  Inflammatory  Bowel  Disease 


E.  Joseph  Liechty,  MD,  Robert  G.  Knodell,  MD,  James  F.  Buckman,  MD, 
and  R.G.  Strickland,  MD,  Albuquerque,  New  Mexico 


Two  cases  of  primary  pneumatosis  cystoides  intes- 
tinalis presented  with  hematochezia  and  other  clini- 
cal symptoms  resembling  inflammatory  bowel  dis- 
ease. Colonoscopy  in  one  case  disclosed  only  multi- 
ple, smooth-surfaced  bullous-like  lesions  with 
erythematous  overlying  mucosa  primarily  in  the  left 
colon  with  normal  intervening  colonic  mucosa.  Both 
cases  showed  an  excellent  clinical  response  to  psyl- 
lium hydrophilic  mucilloid  therapy.  While  no 
mechanism  for  the  improvement  in  clinical  symptoms 
in  response  to  psyllium  hydrophilic  mucilloid  treat- 
ment has  been  elicited,  changes  in  colonic  pressure, 
alterations  in  intraluminal  gas  composition,  or  in- 
creased bulk  of  stools  with  resultant  reduced  irrita- 
tion of  mucosa  overlying  the  gas-filled  blebs  may  be 
contributory. 


Pneumatosis  cystoides  intestinalis  is  an  ab- 
normality of  the  gastrointestinal  tract  charac- 
terized by  the  presence  of  gas-filled  cysts  located 
in  the  subserosa,  muscularis,  or  submucosa  of 
the  intestinal  wall.  Patients  are  often 
asymptomatic,  but  symptoms  of  constipation, 
abdominal  cramping  and  diarrhea  may  accom- 
pany this  disorder.  Two  patients  whose  clinical 
presentation  with  abdominal  cramping,  tenes- 
mus, mucoid  diarrhea  and  gross  hematochezia 
suggested  a diagnosis  of  inflammatory  bowel 
disease  have  been  recently  seen.  This  clinical 
impression  was  initially  further  strengthened 

From:  The  Divisions  of  Gastroenterology,  Albuquerque  Veterans  Administration  Hos- 
pital and  University  of  New  Mexico  School  of  Medicine.  Albuquerque.  New  Mexico.  For 
Reprints:  E.  Joseph  Liechty.  MD,  Division  of  Gastroenterology.  Lovelace  Medical  Center, 
Albuquerque,  New  Mexico  87108. 


by  the  finding  of  a granulomatous  reaction  with 
multinucleated  giant  cells  in  the  rectal  biopsy 
specimen  of  one  patient.  However,  no  cause  to 
explain  the  hematochezia  other  than 
pneumatosis  could  be  identified.  Clinical  re- 
sponse to  psyllium  hydrophilic  mucilloid  treat- 
ment was  excellent  in  both  cases. 

CASE  REPORTS 

Case  1:  E.B.,  a 52  year-old  Caucasian  male  presented  with 
complaints  of  intermittent  bright  red  rectal  bleeding,  ab- 
dominal cramping,  tenesmus,  and  passage  of  5-6  stools/24 
hours  including  nocturnal  stools.  Two  previous  episodes 
during  the  preceding  6 months  lasted  2-5  weeks  and  sub- 
sided spontaneously  without  any  medical  treatment  up  to 
the  point  of  his  initial  presentation.  His  appetite  was  good 
and  there  had  been  no  weight  loss.  He  denied  fever  and 
chills  and  had  had  no  extra-intestinal  manifestations  such 
as  skin  rash,  arthralgias  or  iritis  associated  with  inflam- 
matory bowel  disease.  Past  medical  history  included  a 
duodenal  ulcer  treated  medically  in  1954  without  recurr- 
ence and  the  complete  absence  of  other  gastrointestinal 
complaints  up  to  the  time  of  his  present  illness.  He  had  had 
an  inferior  wall  myocardial  infarction  in  1967  but  had  no 
symptoms  of  congestive  heart  failure  or  chronic  pulmonary 
disease. 

Physical  examination  showed  mild  left  lower  quadrant 
abdominal  tenderness  to  palpation.  No  masses  were  felt  on 
rectal  examination,  but  Hemoccult  testing  of  stool  was 
strongly  positive  for  blood.  Laboratory  data  disclosed  nor- 
mal complete  blood  count,  er5d;hroc5fe  sedimentation  rate 
and  clotting  parameters.  Stool  examination  for  ova  and 
parasites  was  negative,  and  stool  culture  was  negative  for 
enteric  pathogens.  Proctosigmoidoscopy  was  reported  to 
show  multiple  "inflamed  polyps  in  a ring-like  pattern”  at  25 
centimeters,  and  pathology  examination  of  biopsy  speci- 
mens from  this  area  (Fig.  1)  proved  it  to  be  submucosal 
granulomatous  process  with  multiple  multinucleated  giant 
cells.  The  patient  was  then  referred  to  the  Gastroenterology 
Service  with  a diagnosis  of  granulomatous  colitis.  Upper 
gastrointestinal  series  with  small  bowel  follow-through  was 
normal,  but  the  subsequent  barium  enema  (Fig.  2)  showed 
nodular  mucosal  lesions  in  the  distal  transverse  and  de- 
scending colon  with  gas  in  the  colon  wall. 

At  colonscopy,  multiple  smooth-surfaced,  bullous-like  le- 
sions with  erythematous  friable  overlying  mucosa  were 
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Fig.  I . Cobnic  mocosal  biopsy  specimen  from  the  area  of  the  splenic 
flexure.  Air  filled  cystic  spaces  occupy  the  submocosa  beneath  the 
mucous  membrane.  Several  multi- nucleated  giant  cells  are  visible 
adjacent  to  the  cysts,  (magnification  SOX). 


seen.  Involvement  was  greatest  in  the  sigmoid  and  proximal 
descending  colon  with  intervening  areas  of  normal  colonic 
mucosa  without  increased  friability  or  ulceration.  The  pa- 
tient was  placed  on  psyllium  hydrophilic  mucilloid  and  clin- 
ical symptoms  and  hematochezia  have  resolved  during  an 
eight  month  followup  period  despite  lack  of  change  in  the 
degree  of  pneumatosis  present  on  his  abdominal  film. 

Case  2;  J.D.,  a 49  year-old  Caucasian  male  was  first  seen 
with  complaints  of  cramping  lower  abdominal  pain,  tenes- 
mus, and  intermittant  rectal  bleeding  for  one  year.  The 
patient  had  suffered  an  upper  gastrointestinal  bleed  11 
years  previously  which  was  thought  secondary  to  stress 
gastritis.  He  had  had  no  further  gastrointestinal  complaints 
up  to  the  time  of  his  present  illness.  There  was  no  history  of 
cardiopulmonary  disease.  He  had  chronic  active  hepatitis 
and  had  been  placed  on  prednisone  and  ACTH  by  his  private 
physician  at  the  time  of  presentation.  Proctosigmoidoscopy 
disclosed  a rectal  nodule  thought  to  be  consistent  with 
pneumatosis.  Barium  enema  showed  multiple  submocosal 
collections  of  gas  confined  to  the  left  colon  thus  confirming 
the  clinical  impression  of  pneumatosis  cystoides  intes- 
tinalis.  Treatment  was  initiated  with  psyllium  hydrophilic 
mucilloid  and  hematochezia  and  diarrhea  promptly  resol- 
ved. The  patient  remains  asymptomatic  2 years  later. 

Discussion 

In  a large  review  of  213  cases  of  pneumatosis 
cystoides  intestinalis  from  the  world’s  litera- 
ture by  Koss  in  1952,  the  vast  majority  of  the 
cases  involved  the  small  bowel  and  only  9 of  213 
cases  had  only  colon  involvement.^  Histological 
examination  showed  that  the  cysts  were  usually 
in  the  serosa  or  subserosa,  were  lined  by  simple 
endothelial  cells  of  flat,  cuboidal  or  columnar 
epithelium  and  often  contained  multi-nuc- 
leated giant  cells  felt  to  represent  coalescence  of 
lining  cells.  Gastrointestinal  disorders  as- 
sociated with  pneumatosis  cystoides  intes- 
tinalis include  peptic  ulceration  with  pyloric 
obstruction,  obstructing  gastric  carcinoma,  ap- 
pendicitis, and  tuberculous  enteritis.  Intestinal 


Fig.  2.  Demonstration  of  submucosal  cysts  appearing  as  filling 
defects  on  barium  enema.  Arrow  highlights  area  of  marked  involve- 
ment at  the  splenic  flexure  and  in  the  proximal  descending  colon. 

obstruction  was  the  only  associated  clinical  gas- 
trointestinal symptom  commented  upon  in  this 
review.  Twenty -two  years  later  in  a review  of  2 1 
cases  from  the  Mayo  Clinic,  Shallal  found  that 
19/21  cases  involved  only  the  colon  while  two 
showed  small  bowel  involvement. ^ Many  of 
these  patients  had  chronic  pulmonary  problems 
without  other  antecedent  gastrointestinal  dis- 
ease. It  is  now  recognized  that  primary 
pneumatosis  cystoides  intestinalis  not  as- 
sociated with  other  gastrointestinal  tract  dis- 
ease is  usually  localized  to  the  left  colon  while 
secondary  pneumatosis  is  usually  associated 
with  an  obstructing  lesion  in  the  stomach  or 
small  intestine  and  involves  the  small  bowel 
and  right  colon.  Theories  as  to  the  origin  of  the 
gas  filling  the  cysts  include  mechanical  entry  of 
gas  from  the  intestinal  lumen,  the  dissection  of 
gas  from  the  thorax,  and  gas  production  by  in- 
testinal microorganisms.  It  is  unlikely  that  a 
single  mechanism  explains  the  etiology  in  all 
cases  of  this  disorder. 

Symptoms  of  increased  frequency  of  stools. 


for  1979 


297 


rectal  urgency  and  flatulence  may  accompany 
pneumatosis  cystoides  intestinalis,  and  several 
reviews  mention  occult  fecal  blood^  and  blood- 
tinged  stools. ^ However,  fecal  blood  loss  and, 
in  particular,  gross  hematochezia,  is  not  a well- 
recognized  presenting  complaint  in 
pneumatosis  cystoides  intestinalis.  Compres- 
sion of  the  overlying  mucosa  by  the  submucosal 
cysts  produced  a hemorrhagic  appearance  of  in- 
volved areas  at  colonoscopy  in  one  of  our  pa- 
tients, and  sloughing  of  ischemic  mucosa  with 
subsequent  bleeding  is  the  likely  cause  of 
hematochezia  in  our  two  patients.  A 
granulomatous  reaction  and  multinucleated 
giant  cells  are  typically  present  on  histological 
examination  of  intestinal  tissue  from  patients 
with  pneumatosis  cystoides  intestinalis^  and 
can  lead  to  a presumptive  diagnosis  of 
granulomatous  inflammatory  bowel  disease 
such  as  occurred  in  Case  1.  Institution  of  steroid 
or  sulfasalazine  treatment  for  a case  of 
pneumatosis  cystoides  intestinalis  would  be  un- 
fortunate as  there  is  no  evidence  to  suggest  such 
therapy  would  be  beneficial,  and  the  patient 
would  only  be  exposed  to  the  potential  untoward 
effects  of  these  medications. 

It  has  recently  been  reported  that  treatment 
of  pneumatosis  with  high  concentrations  of  in- 
spired oxygen  has  led  to  resolution  of 
pneumatosis  and  symptomatic  relief.^'  ® Al- 
though treatment  of  these  two  patients  has  been 


uncontrolled,  both  of  our  patients  have  re- 
sponded well  symptomatically  to  psyllium  hyd- 
rophilic mucilloid  therapy.  One  patient  who  had 
symptoms  for  one  year  prior  to  therapy  has  been 
asymptomatic  with  regular  bowel  habits  and  no 
hematochezia  or  diarrhea  during  the  two  years 
since  initial  presentation  and  institution  of 
therapy.  The  second  patient  had  three 
symptomatic  episodes  in  the  six  months  prior  to 
treatment  and  has  now  been  symptom-free  for 
eight  months  since  psyllium  hydrophillic  mucil- 
loid was  begun,  despite  lack  of  apparent  change 
in  the  degree  of  pneumatosis  seen  on  radiologi- 
cal examination.  The  mechanism  for  improve- 
ment in  the  clinical  symptoms  in  response  to 
psyllium  hydrophillic  mucilloid  is  unknown, 
but  changes  in  colonic  pressure,  alterations  in 
intraluminal  gas  composition,  or  increased  bulk 
of  stools  with  resultant  reduced  irritation  of 
mucosa  over  the  gas-filled  belbs  may  be  con- 
tributory. Agents  adding  bulk  to  stools  are  safe 
without  the  potential  serious  complications  of 
prolonged  inhalation  of  high  concentrations  of 
oxygen  or  surgery.  Such  agents  may  be  the  first 
line  of  therapy  in  treating  symptomatic 
pneumatosis  cystoides  intestinalis.  • 
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Colposcopic  evaluation  of 
cervical  pathology 
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Five-hundred  consecutive  colposcopic  examina- 
tions were  performed  to  evaluate  cervical  pathology. 
A correlation  of  73.5  per  cent  was  noted  between  the 
cytology  and  the  tissue  obtained  from  the  colposcopi- 
cally  directed  biopsies.  The  most  common  pathology 
was  that  of  cervical  dysplasia.  This  represented  67.3 
per  cent  of  all  the  pathologic  diagnoses.  Eighteen 
patients,  4.0  per  cent,  had  carcinoma  in  situ  or  inva- 
sive carcinoma.  There  were  twenty-nine  patients  who 
had  intrauterine  DES  exposure  evaluated  in  this 
series.  No  significant  modification  of  their  care  was 
implemented  as  a result  of  the  use  of  the  colposcope. 
Cryosurgery  was  effectively  utilized  to  treat  abnormal 
cervical  lesions.  It  is  the  opinion  of  the  authors  that 
colposcopy  is  a safe  and  very  beneficial  procedure  for 
the  gynecologic  patient  presenting  with  abnormal 
cervical  cytology. 


Prior  to  April,  1973,  all  patients  at  the  Boul- 
der Medical  Center  with  a suspicious  or  positive 
(Class  III-V)  Papanicolaou  smear  were  hos- 
pitalized, and  a cone  biopsy,  with  fractional 
curettage,  was  performed.  Disenchantment 
with  this  expensive  and  complication-ridden 
procedure  was  further  enhanced  by  the  fact  that 
the  cytologic  report  often  did  not  correlate  well 
with  the  final  tissue  report.  Lastly,  while  the 
cone  biopsy  did  extensive  and  occasionally  ir- 
reparable damage  to  the  cervix,  sometimes  all 
the  abnormal  tissue  was  not  removed  nor 
adequately  sampled. 

During  the  last  decade,  there  has  been  in- 
creasing evidence  to  indicate  that  there  is  a 
continuum  in  certain  patients  from  cervical 
dysplasia  to  invasive  cancer. This  process 
has  been  termed  by  Richart  cervical  in- 
traepithelial neoplasia  (CIN).^  With  this 


awareness  and  a seeming  increase  in  the 
number  of  abnormal  cytologic  reports,  a new 
method  of  management  of  patients  with  abnor- 
mal cytology  reports  was  eagerly  sought.  Col- 
poscopically  directed  biopsies  and  endocervical 
curettage  has  been  shown  to  be  a highly  accu- 
rate method  for  obtaining  tissue. 13,14  'j^jg 
technic  became  the  primary  method  for  samp- 
ling tissues  from  the  suspicious  cervix.  The  cone 
biopsy  was  relegated  to  a back-up  procedure 
where  adequate  tissue  was  not  obtained  or 
where  the  upper  limits  of  an  abnormal  lesion 
could  not  be  visualized. 

This  report  is  a retrospective  study  of  five- 
hundred  colposcopic  examinations  on  four 
hundred  forty-four  patients  to  evaluate  cervical 
and  vaginal  pathology,  from  April,  1973  to 
June,  1975. 

Methods 

All  patients  with  a suspicious  or  positive 
(Class  III-V)  smear,  or  those  patients  in  which 
the  cytologic  reports  repeatedly  showed  meta- 
plasia with  atypia  (Class  II),  were  advised  to 
have  colposcopy.  The  procedure  was  performed 
by  one  of  three  gynecologists,  using  a Leisegang 
colposcope.  A green  filter  and  a 1 per  cent  solu- 
tion of  acetic  acid  were  utilized  to  accent  the 
area  of  abnormalcy.  All  suspicious  areas  were 
then  biopsied  with  a Kevorkian  punch  biopsy 
and  the  endocervix  was  frequently  curetted 
with  a Kevorkian  curette. 

Those  patients,  in  which  a satisfactory 
examination  was  not  accomplished  or  where  the 
patient’s  tissue  report  did  not  explain  the  ab- 
normal cytology,  were  hospitalized  for  cone 
biopsy.  Patients  with  clearly  defined  lesions  of 
metaplasia  with  atypia  or  dysplasia  were 
treated  with  cryosurgery,  using  most  commonly 
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TABLE  1 

The  Major  Pathologic  Diagnosis  from  Tissue  Obtained  by  Co  1 poscopi ca 11 y 
Directed  Biopsies 


Normal  9 
Vaginal  inflammatory  reaction  and  scarring  1 
Cervical  endometriosis  1 
Cervical  polyp  1 
Chronic  cervicitis  17 
Basal  cell  hyperplasia  7 
Metaplasia  2^ 
Leukoplakia  dyskeratosis  1 
Atvpia  9 
Metaplasia  with  atypia  48 
OvsDlasia,mIld  143 
Dvsolasia.  moderate  95 
Dvsplasia.  severe  34 
CIS  10 
CIS.  possible  Invasion  2 
Invasive  carcinoma  2 


a single  freeze  technic  with  good  ice-ball  forma- 
tion (4  to  5 mm.  rim  of  frozen  tissue  around  the 
cryoprobe). 

The  patients  with  carcinoma  in  situ  were 
usually  treated  by  hysterectomy  unless  there 
was  a desire  on  the  part  of  the  patient  to  pre- 
serve her  reproductive  function.  All  patients 
with  micro-invasive  carcinomas  had  a hysterec- 
tomy. Invasive  cancers  were  treated  with  ir- 
radiation. Followup  for  cryo-treated  patients 
was  initiated  four  months  after  the  cryosurgery. 
The  followup  for  carcinoma  in  situ  patients  and 
micro-invasive  carcinoma  was  at  three  month 
intervals  the  first  year  and  then  at  six  month 
intervals  indefinitely. 

Findings 

To  evaluate  the  use  of  the  colposcope,  the  first 
five  hundred  colposcopic  examinations  were  re- 
viewed. Three  hundred  ninety-seven  examina- 
tions were  single  examinations,  thirty-nine  pa- 
tients were  examined  twice,  seven  patients 
three  times  and  one  patient  was  colposcoped 
four  times.  In  the  first  half  of  the  series,  more 
re-examinations  were  noted.  This  was  attri- 
buted to  a basic  insecurity  with  the  early  use  of 
the  colposcope. 


Correlation  of  the  Cytology  and  Colposcopic  Biopsy 

One  of  the  primary  goals  of  this  study  was  the 
correlation  of  the  cervical  cytology  and  the  col- 
poscopic examination.  During  the  course  of  the 
study,  the  cytologic  reports  were  switched  from 
the  numerical  system  of  grading  (I-V)  to  the 
descriptive  terms  normal,  suspicious,  and  posi- 
tive. Table  I has  been  constructed  to  help  define 


an  approach  in  evaluating  the  correlation  be- 
tween the  cytology  and  the  colposcopic  biopsy. 
In  the  left  hand  column  are  four  cytologic 
categories  which  are  matched  with  the  four 
groups  of  tissue  diagnoses  on  the  right.  Good 
correlation  was  in  evidence  if  the  cytologic 
category  matched  the  tissue  category.  The 
cytology  was  felt  to  be  over-read  if  the  tissue 
category  was  in  a numerical  group  lower  than 
that  of  the  cytologic  category  and  under-read  if 
the  converse  were  true.  The  correlation  was 
good  in  73.5  per  cent.  The  cytologic  studies  were 
under-read  in  20.4  per  cent  and  over-read  in  6.1 
per  cent.  The  most  encouraging  observation  was 
that  in  only  two  instances  was  the  cytology 
smear  over-read  or  imder-read  by  more  than 
one  category. 

Primary  cytologic  diagnoses  are  listed  in 
Table  I.  The  dysplasias  are  the  major  abnormal- 
ity in  this  series  and  represent  67.3  per  cent  of 
the  tissue  diagnoses.  Mild  dysplasia  is  the 
single  most-common  diagnosis. 

Cone  biopsies  were  performed  only  on  those 
patients  where  the  full  extent  of  the  lesion  could 
not  be  evaluated  and  in  the  majority  of  patients 
where  the  diagnosis  of  non-invasive  malig- 
nancy was  made  on  the  basis  of  the  colposcopi- 
cally  obtained  biopsies.  Cone  biopsies  were  per- 
formed in  fourteen  patients,  or  3.2  per  cent  of 
the  entire  series. 


Carcinoma  In  Situ  (CIS)  and  Invasive  Carcinoma 

The  major  thrust  of  colposcopy  is  to  detect 
those  patients  who  have  pathology  that  may 
proceed  to  the  development  of  malignancy  or  to 
detect  that  patient  with  an  in  situ  or  already 
invasive  malignancy.  Table  2 lists  the  findings 
from  the  eighteen  patients  whose  final  diag- 
noses were  CIS  or  invasive  carcinoma.  Almost 
half  of  the  cytologic  studies  were  under-read. 

Colposcopic  biopsies  were  totally  accurate  in 
twelve  of  the  eighteen  patients.  In  six  instances, 
the  colposcopic  biopsy  report  understated  the 
true  clinical  picture.  Four  patients  had 
dysplasia  noted  on  the  colposcopic  biopsy  and 
eventually  were  noted  to  have  CIS.  One  patient 
diagnosed  as  CIS  had  a tiny  focus  of  microinva- 
sion in  the  hysterectomy  specimen.  The  last  pa- 
tient had  a persistent  diagnosis  of  severe 
dysplasia  even  following  cone  biopsy,  colpos- 
copic examination,  and  endocervical  curettage. 
This  patient  was  noted  to  have  a small  area  of 
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TABLE  2 


Patients  with  a Final  Diagnosis  of 
Carcinoma  In  Situ  or  Invasive  Carcinoma 
18  patients 


Cytologic  Colposcopic  Colposcopic  Treatment  Final  Pathology 

Fi  ndi  ngs Findings Pathology  Report Diagnosis 


Dysplasia  7 F.W.L.  9 


Dysplasia  moderate  2 Cone  5 


CIS  13 


Dysplasia, 
malignancy 
suspected  9 

No  cytology  2 


Punctation  7 
Mosaicism  7 

Abnormal 
vascular 
pattern  6 


Dysplasia  severe  2 
CIS  10 

CIS  ?microinvasion  2 
Invasive  carcinoma  2 


Cone  and 
hysterectomy  6 

Cone  followed  by 
irradiation  1 

Hysterectomy  3 


CIS  with  micro- 
invasion 2 

Invasive  carcinoma  3 


Followup:  16  living  and  well 
1 died-stroke 
1 lost 


Irradiation  2 
No  Rx.  1 


Follow-up:  16  living  and  well 

1 died  - stroke 
1 lost 


CIS  at  the  level  of  the  internal  os  when  the 
hysterectomy  specimen  was  examined.  One  pa- 
tient with  microinvasion  at  the  time  of  colpos- 
copy was  found  to  have  lymphatic  invasion 
when  the  cone  biopsy  was  interpreted.  The  col- 
poscope,  when  linked  with  the  cone  biopsy,  de- 
tected the  full  extent  of  the  pathology  except  for 
the  one  patient  noted  above. 

The  treatment  of  the  patient  with  CIS  was 
hysterectomy  unless  the  patient  wished  to 
maintain  her  reproductive  function.  Cone 
biopsy  was  used  as  the  definitive  procedure 
where  a patient  wished  to  maintain  her  fertil- 
ity. Irradiation  was  the  treatment  modality  for 
those  patients  with  invasive  carcinoma.  Sixteen 
patients  are  living  and  well,  one  patient  with 
untreated  CIS  was  lost  to  followup. 

The  colposcope  was  utilized  in  ten  additional 
patients  for  followup  of  previously  treated  CIS 
or  invasive  carcinoma.  These  examinations  dis- 
closed no  residual  disease. 

Diethylstilbestrol  (DES)  Exposure  in  Utero 

Twenty-nine  patients  in  this  series  were  ex- 
posed to  diethylstilbestrol  in  utero.  Seventeen 
were  examined  only  one  time.  Nine  had  two 
examinations  and  three  evaluations  were  done 
on  two  patients.  The  group  of  women  with  DES 
exposure  were  younger  and  their  average  cytol- 
ogy was  normal  to  mildly  atypical.  As  can  be 


seen  in  Table  3,  the  colposcopic  findings  were 
frequently  alarming  with  many  patients  hav- 
ing marked  punctation  and  mosaicism.  Thus, 
the  biopsy  reports  were  disproportionately  be- 
nign. Colposcopic  examination  on  this  group  of 
patients  was  interesting  and  very  reassuring. 
However,  the  over-all  management  of  these  pa- 
tients was  little  modified  by  the  perhaps  too 
liberal  use  of  the  colposcope.  A very  high  per- 
centage of  these  patients  had  repeated  exami- 
nations to  allay  the  anxiety  of  the  colposcopist 
and  the  patient’s  family. 

Cryosurgery 

Cryosurgery  was  used  for  those  patients  who 
had- significant  benign  cervical  pathology. 
Table  4 outlines  the  results  of  treatment.  One 
hundred  seventy-nine  patients,  87.3  per  cent, 
had  a normal  or  decidedly  improved  cytology 
following  treatment.  Of  the  twenty-four  pa- 
tients not  improved,  three  had  metaplasia  with 
atypia,  thirteen  mild  dysplasia  and  ten  moder- 
ate dysplasia.  No  patients  with  CIS  were 
treated  with  cryosurgery. 

Discussion 

The  primary  thrust  of  the  study  was  to  deter- 
mine for  our  own  benefit  whether  the  colpos- 
cope, in  the  hands  of  three  clinically  oriented 
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TABLE  3 


Summary  of  Patients  with  DES  Intrauterine  Exposure 
29  patients 


Cytologic 


Findings 

Colposcopic  Findings 

Colposcopic  Pathology  Report 

T reatment 

Fol 1 ow-Up 

Normal  16 

Normal  3 

Normal  1 

6 treated  with 

Improved  2 

Metaplasia  4 

F.  W.  L.  7 

Basal  cell  hyperplasia  1 

cryosurgery 

Unchanged  3 

Atypia  3 
Dysplasia  6 

Punctation  16 

Mosaicism  21 

Abnormal  vascular 
pattern  2 

Adenosis  9 

Cockscomb  2 

Vaginal  hood  3 

Metaplasia  with  atypia  9 

Chronic  cervicitis  1 

Dysplasia,  mild  2 

Dysplasia,  moderate  4 

Adenosis  14 

No  biopsy  2 

Condylomata  2 

Lost  1 

gynecologists,  was  a safe  and  effective  diagnos- 
tic tool.  It  was  decided  to  review  our  colposcopic 
results  and  treatment  two  and  one-half  years 
after  instituting  the  use  of  the  colposcope. 
Therefore,  the  criteria  of  this  study  were  not 
established  prospectively. 

The  study  was  made  more  confusing  as  the 
cytologic  classifications  were  switched  from  a 
numerical  standard  (I  through  V)  to  descriptive 
terms  (normal,  suspicious,  and  positive)  half- 
way through  the  study.  The  major  descriptive 
term  used  by  the  pathologist  in  his  comments 
became  the  basis  for  comparisons  between  the 
cytologic  report  and  the  colposcopic  examina- 
tion. A reasonable  correlation  was  noted  bet- 
ween the  cervical  cytology  and  the  biopsy  re- 
port. The  rate  of  73.5  per  cent  good  correlation 
was  clearly  poorer  than  the  85  per  cent  correla- 
tion reported  by  Stafl.^^ 

A frustration  that  has  been  difficult  for  an 
inexperienced  colposcopist  to  resolve  is  the  un- 
certain correlation  between  the  colposcopic 
findings  and  the  biopsy  report.  In  the  malignant 
group,  every  variety  of  abnormality  was  noted 
from  focal  white  lesions  to  abnormal  vascular 
pattern  - the  latter  finding  being  the  only  obser- 
vation that  fairly  consistently  fit  with  a malig- 
nant change.  The  DES  colposcopic  findings 
were  equally  frustrating  because  of  the  rather 
alarming  patterns  that  so  often  presented  but 
which,  when  biopsied,  showed  unremarkable 
pathologic  findings.  The  data  of  this  paper- 
clearly  confirm  that  of  Beller,  Townsend  and 


Krumholz^i'^*^^  that  colposcopic  directed  biopsies 
can  accurately  sample  the  significant  areas  of 
pathology  in  the  vagina  and  cer-vix. 

There  were  two  malignancies  that  were  un- 
der-diagnosed prior  to  definitive  treatment,  one 
with  CIS  and  microinvasion  and  the  second 
with  CIS.  The  patient  with  carcinoma  in  situ, 
where  micro-invasion  was  noted  on  the  hys- 
terectomy specimen,  would  not  have  been  mis- 
sed had  an  endocervical  curettage  and  cone 
biopsy  been  performed,  as  suggested  in  the  pro- 
tocol discussed  by  Kaufman.®  The  second  pa- 
tient with  CIS  at  the  level  of  the  internal  os 
noted  at  the  time  in  the  hysterectomy  specimen 
did  have  a cone  biopsy  and  an  endocervical 
curettage;  all  studies  consistently  showed  se- 
vere dysplasia. 

The  use  of  cryosurgery  is  certainly  no  longer 
controversial.  It  does  not  carry  with  it  a sig- 
nificant number  of  major  complications  and  it  is 
considerably  more  comfortable  than  elec- 
trocautery for  the  patient.  Every  level  of  CIN 
has  been  successfully  treated  with  cryosurgery 
by  several  investigators. In  a series  pre- 
sented by  Creasman,  82  per  cent  of  the  patients 
were  improved  or  cured,  while  in  Townsend’s 
series  90  per  cent  of  the  patients  had  a return  to 
normal  cytologic  reports.  Both  of  these  inves- 
tigators were  treating  high  grade  dysplasia  or 
cervical  intraepithelial  neoplasia.  Kaufman 
and  Townsend  used  only  a single  freeze  method. 
The  rate  of  87.3  per  cent  improvement  is 


302 


Rocky  Mountain  Medical  Journal 


TABLE  A 

Cryosurgery  Tabulation  After  Treatment 


Total 

Patients 

Normal 

1 mproved 

Unchanged 

Lost  from 
Fol 1 owup 

246 

153 

26 

26 

41 

roughly  comparable,  but  it  must  be  remem- 
bered that  Creasman  and  Townsend  were  treat- 
ing high  grades  of  dysplasia  and  intraepithelial 
carcinomas.  It  is  also  interesting  to  contemplate 
the  possible  beneficial  effects  of  multiple  biop- 
sies on  a lesion  as  noted  by  Ri chart.® 

It  can  be  concluded  from  the  above  data  that 
colposcopic  evaluation  of  abnormal  cervical 
cytology  is  a beneficial  clinical  method  to  define 
the  full  extent  of  cervical  or  vaginal  lesions  and 
further  facilitating  the  accurate  performance  of 
a biopsy.  In  this  series,  the  cone  biopsy  inci- 
dence of  3.2  per  cent  is  below  the  5 per  cent  rate 
of  Stafl.  Finally,  cone  biopsy  is  mandatory  in  all 
poorly  visualized  lesions  as  well  as  all  severe 
dysplasias  and  CIS  except  perhaps  in  the  hands 


TABLE  5 


Categories  of  Cytologic  and  Pathologic  Diagnoses 


Cytology 

1 - Normal 

I 1 " Atyp i a 

Metapl as i a with 
atypia 

ill  - Dys  pi  as i a 
iV  - Dysplasia 

Malignancy  Suspected 


Pathology 

I - Normal 

Cervicitis 

II  - Basal  cell  hyperplasia 

Metaplasia  with  atypia 
Adenos i s 

III  - Dysplasia,  mild,  moderate 

severe 

IV  * Carcinoma  in  situ 

M i cro i nvas i ve  ca rc i noma 
Invasive  carcinoma 


of  a very  experienced  and  practiced  colposcopist. 

Lastly,  the  question  has  been  raised  whether 
the  authors  have  been  using  the  colposcope  to 
its  maximum.  Is  there  a place  for  a screening 
colposcopic  examination  for  each  new 
gynecologic  patient?  When  one-fifth  of  all 
cytologic  specimens  is  being  under-read,  would 
not  routine  colposcopy  on  a new  patient  improve 
accuracy  in  the  examining  room?  Currently  a 
prospective  study  of  a routine  colposcopic 
examination  as  part  of  a new  patient  workup  is 
being  conducted.# 
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Use  of  a computer  in  a family 
physician’s  office 

Harold  E.  Gilman,  MD,  Robert  Elliott,  MD,  and  Roger  Simmons,  MD, 

Denver,  Colorado* 


Medical  computer  programs  have  been  designed 
and  used  in  more  than  2,000  patients  as  an  adjunct  to 
history  taking,  patient  education,  patient  assessment, 
and  generation  of  a physical  examination  record. 
There  has  been  almost  total  patient  acceptance  of  the 
computer  interface , and  it  has  been  an  invaluable  aid 
to  the  physician. 


During  a time  when  most  physicians  are  hur- 
ried and  overworked  it  is  unfortunate  that  qual- 
ity of  care  may  be  compromised.  It  is  perhaps 
axiomatic  that  one  cannot  do  things  well  if 
called  upon  to  do  more  than  that  of  which  he  is 
capable. 

Some  of  us  are  obligated  to  see  uncomfortable 
numbers  of  patients  and,  of  course,  compile  and 
maintain  comprehensive  records  readily  acces- 
sible to  others.  In  addition  we  must  plan  and 
execute  patient  education  in  a manner  easily 
and  effectively  understood  by  our  patients  so 
that  they  may  intelligently  share  in  the  man- 
agement of  their  illness. 

Readily  identifiable  areas  of  deficiency  that 
exist  in  a private  physician’s  office  are:  (1)  In- 
complete, inadequate  history  taking;  (2)  Incom- 
plete, inadequate  physical  examination  notes; 
(3)  Poor  patient  education.  In  an  effort  to  correct 
these  deficiencies,  computer  programs  for  office 
use  were  developed  and  utilized.  Thus  far,  over 
2,000  patient-computer  encounters  have  taken 
place,  with  what  we  consider  to  be  excellent 
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results,  utilizing  a variety  of  programs  de- 
scribed below. 

Programs 

1.  General  medical  history,  comprehensive 

2.  General  medical  history,  interval 

3.  Adolescent  medical  history 

4.  Physical  examination  printout 

5.  Emotional  health  assessment  interview 

6.  Patient  education  programs 

a)  Obesity,  general  knowledge 

b)  Obesity,  facts  and  fallacies 

c)  Diabetes,  general  knowledge 

d)  Diabetes,  foot  care 

e)  Hypertension 

f)  Nitroglycerine  and  angina 

Programs  dealing  with  all  phases  of  diabetes 
are  in  the  writing  process  for  computer  applica- 
tion. It  is  our  hope  eventually  to  have  patient 
education  programs  for  all  the  common  dis- 
eases. 

General  Medical  History 

We  utilize  the  technic  pioneered  by  Dr. 
Warner  Slack^  in  1966  at  the  University  of  Wis- 
consin where  he  developed  the  concept  of  com- 
puter history-taking.  Patients  are  seated  before 
a cathode  ray  tube  (CRT),  a video  screen,  on 
which  are  displayed  in  sequence  a series  of 
questions  much  like  those  used  by  a physician 
in  taking  a history.  The  questions  are  branched 
automatically  by  the  computer  in  order  to 
explore  in  depth  a previous  answer.  After  a brief 
explanation  of  the  mechanics  involved,  the  pa- 
tients are  left  alone  to  conduct  the  interviews  at 
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their  own  pace.  Present  illness  is  not  taken  by 
the  computer  at  the  present  time,  although  such 
programs  are  being  developed. 

Immediately  upon  conclusion  of  the  inter- 
view, which  is  based  on  over  200  questions,  a 
computer  report  is  generated  for  study,  correc- 
tion and  elaboration  by  the  physician.  Patient 
acceptance  approaches  100  per  cent  and  most 
find  the  interview  to  be  an  enjoyable  experi- 
ence. 

We  find  this  approach  to  be  acceptable  to  the 
patient,  time-saving  to  the  physician,  thorough 
in  content,  standardized  for  all  patients,  inde- 
pendent of  secretarial  help,  always  legible 
without  transcription  errors,  and  cost  effective, 
not  requiring  an  additional  charge  to  the  pa- 
tient. 


Adolescent  Medical  History 

Most  physical  examinations  of  teenagers  are 
conducted  without  an  extensive  medical  his- 
tory. Since  utilizing  a computer  interview  with 
resultant  report,  many  valuable  facts  have  been 
uncovered  in  regard  to  an  adolescent’s  physical 
or  psychosocial  health.  This,  too,  is  a com- 
prehensive interview,  one  that  ordinarily  could 
not  be  done  by  the  physician  because  of  time 
constraints. 


Physical  Examination  Printout 

After  complete  examination  the  physician  re- 
cords only  abnormal  findings  by  circling  num- 
bers in  the  appropriate  areas  of  a 10  page 
throwaway  booklet.  The  most  common  abnor- 
malities are  listed  in  logical  sequence  under 
corresponding  body  areas  or  systems.  Free  text 
may  be  inserted  as  needed.  Completion  time  for 
the  physician  including  problem  list  and  plan  is 
ordinarily  2-4  minutes.  The  encircled  numbers, 
written  free  text  (if  any)  and  the  written  pro- 
blem list  and  plan  are  typed  into  the  computer 
via  the  CRT  keyboard  - a procedure  easily 
taught  to  any  aid  in  a few  moments  and  taking 
only  3-4  minutes  to  enter.  The  physical  exami- 
nation report  is  then  generated  by  the  adjacent 
printer.  Again  there  is  considerable  savings  in 
time  to  the  physician  and  secretarial  staff  not  to 
mention  the  absence  of  tedium  that  accom- 
panies prolonged  writing  or  dictation  and 
transcription. 


Emotional  Health  Assessment  Interview 

The  emotional  health  assessment  interview 
is  composed  of  64  questions  that  relate  to  anxi- 
ety and  depressive  neurosis  and  to  the  major 
mental  illnesses.  The  questions  are  weighted  by 
the  computer  depending  upon  the  grade  of  se- 
verity attached  to  the  complaint  or  statement  by 
the  patient.  A report  of  "Key  words”  and  a score 
is  generated  which  helps  identify  those  patients 
whose  problems  are  mainly  emotional  and  who 
may  need  psychiatric  counseling.  A great  deal 
of  information  is  generated  by  this  program  at 
no  cost  of  time  or  effort  by  the  physician.  His 
time  can  then  be  well-spent  subsequently  by 
concentrating  on  the  particular  topics  he  feels  to 
be  the  most  pertinent. 


Patient  Education  Programs 

Programs  whose  purpose  is  to  inform  the  pa- 
tient of  his  illness  and  provide  guidance  on  how 
he  should  take  care  of  himself  are  of  the  utmost 
value.  It  is  very  time-consuming  to  educate  a 
patient  in  traditional  ways  and  perhaps  not  al- 
ways effective.  In  addition  to  the  spoken  word, 
pamphlets  - (either  physician  generated  or  drug 
house  generated),  and  audio  and  video  pro- 
grams, we  have  added  computer  programs  as 
listed  above.  Questions  or  statements  are  dis- 
played on  the  CRT  and  the  patient  responds. 
Subsequent  remarks  or  questions  on  the  CRT 
are  dependent  upon  the  previous  patient  re- 
sponses. The  interview  can  be  as  interactive  as 
the  physician  may  desire.  Following  completion 
of  the  program,  the  report  is  generated  which 
contains  all  misconceptions  harbored  by  the  pa- 
tient with  the  correct  information  prominently 
displayed.  A copy  of  this  printout  (which  the 
patient  has  been  allowed  to  watch  develop  on 
the  screen)  is  taken  home  and  reviewed  lei- 
surely and  periodically  by  the  patient.  Areas 
which  require  amplification  by  the  physician 
are  discussed  at  ensuing  office  visits.  Patients 
are  generally  enthusiastic  about  this  approach, 
find  it  informative,  and  appreciate  the  indi- 
vidually generated  educational  material.  It  is 
most  revealing  to  discover  the  totally  in- 
adequate fund  of  knowledge  patients  have  con- 
cerning their  illnesses.  We  must  appreciate  the 
fact  compliance  can  only  be  built  upon  a broad 
base  of  knowledge. 
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Summary 

Use  of  a computer  as  an  aid  in  history  taking, 
for  recording  examination  facts,  as  a diagnostic 
aid  in  emotional  illness,  and  as  a patient 
educator  has  been  a most  valuable  practical 
asset  in  a solo  family  practice  office.  The  proce- 
dures involved  have  been  most  rewarding  not 


only  to  the  physician,  but  also  to  the  patient. 
This  innovative  method  of  enhancing  patient 
care  and  easing  the  chores  of  the  physician  and 
his  staff  is  economically  feasible  for  most  physi- 
cians who  are  looking  for  a better  way  to  serve 
their  patients.# 
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Epiglottitis  in  adults 


John  H.  Cochran,  Jr.,  MD,  and  Patrick  W.  Kosmicki,  MD,  Denver,  Colorado* 


Epiglottitis  is  an  acute  infection  of  the  su- 
praglottic  larynx  with  a major  risk  of  airway 
obstruction  secondary  to  cellulitis  and  edema. 
Although  it  is  apparently  much  more  common 
in  children,  it  also  occurs  in  adults.  Nelson’s 
Textbook  of  Pediatrics'^  spends  several  para- 
graphs in  two  sections  of  the  textbook  discus- 
sing this  disease  entity  while  Beeson’s  Textbook 
of  Medicine‘s  has  only  one  sentence  referring  to 
this  condition  and  points  out  that  it  is  primarily 
an  illness  of  children. 

Epiglottitis  may  not  be  readily  recognized  in 
adults  despite  a rather  characteristic  history 
and  physical  findings.  The  diagnosis  is 
suggested  by  a history  of  progressively  severe 
sore  throat,  painful  dysphagia,  fever,  voice 
changes,  and  later  airway  compromise.  The 
diagnosis  is  established  on  physical  examina- 
tion where  the  oropharynx  often  looks  normal, 
and  laryngeal  examination  (by  lateral 
roentgenogram  or  mirror  exam)  shows  charac- 
teristic supraglottic  inflammation. 
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The  series  of  cases  presented  illustrates  the 
diagnostic  characteristics  and  therapy  of  this 
illness  and  points  out  the  need  to  be  aware  of  it 
as  a diagnostic  possibility  in  the  adult  patient. 

CASE  REPORTS 

During  the  year  1978,  in  a patient  population  of  slightly 
under  100,000  among  patients  of  all  ages,  there  were  five 
cases  of  epiglottitis  diagnosed  and  treated  in  adults  and  one 
in  a child.  The  exact  incidence  of  the  illness  in  each  group  is 
not  known,  although  it  is  generally  felt  to  be  much  more 
common  in  children. 

Case  1:  J.G.  is  a 60  year  old  female  seen  on  1/3  with  a 
one-day  history  of  fever,  sore  throat,  and  difficulty  swallow- 
ing. Examination  of  the  oropharynx  was  normal,  culture 
was  done,  and  supportive  measures  were  recommended.  She 
returned  the  next  day  with  progressive  painful  dysphagia 
and  moderate  shortness  of  breath.  The  pharyngeal  exam 
was  normal,  and  cellulitis  of  the  anterior  neck  was  noted. 
(Although  she  was  the  only  patient  in  this  series  with  neck 
cellulitis,  a previous  report  has  noted  this  finding®).  She  was 
hospitalized,  and  laryngeal  exam  showed  epiglottic  cel- 
lulitis, and  edema  with  airway  compromise.  She  underwent 
nasotracheal  intubation  and  was  placed  on  ampicillin, 
oxacillin,  and  dexamethasone.  Her  throat  cultures  grew 
Hemophilus  influenza  and  Staphylococcus  aureus,  and  blood 
cultures  grew  Hemophilus  influenza.  She  did  well  and  was 
extubated  on  1/6.  She  continued  on  both  antibiotics,  was 
discharged  on  them,  and  made  a complete  recovery. 
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Case  2:  E.W.  is  a 54  year  old  male  seen  on  4/18  with  a 
one-day  history  of  fever  and  sore  throat.  Pharyngeal  exam 
was  normal,  a culture  was  done,  and  no  antibiotics  were 
given.  The  following  day  he  returned  with  increased  fever, 
sore  throat,  and  increased  painful  dysphagia.  Examination 
showed  a temperature  of  lOT  a slightly  erythematous 
pharynx,  and  patient  was  given  oral  ampicillin.  The  follow- 
ing day  he  was  no  better,  and  was  having  difficulty  swallow- 
ing his  saliva.  At  this  time,  laryngologic  evaluation  showed 
an  edematous  erythematous  epiglottis  with  a good  airway. 
Cultures  of  blood  yielded  no  growth,  and  sputum  showed 
Hemophilus  influenza  and  alpha  streptococcus.  He  was  ad- 
mitted and  given  ampicillin,  dexamethasone,  and  oxyge- 
nated mist.  Over  the  first  few  hours,  he  progressively  im- 
proved, so  intubation  was  not  necessary.  The  following  day 
he  was  able  to  swallow  food,  was  discharged  two  days  later 
on  ampicillin,  and  he  recovered  completely. 


Case  3:  D .Z.  is  a 26  year  old  male  who  was  seen  on  7/6  with  a 
one-day  history  of  fever,  sore  throat,  and  painful  dysphagia. 
Pharyngeal  examination  was  normal.  A culture  was  ob- 
tained, and  he  was  given  oral  ampicillin.  The  following  day 
he  returned  because  he  was  unable  to  swallow  the  medica- 
tion, and  he  had  developed  slight  hoarseness  and  mild 
shortness  of  breath.  Pharyngeal  exam  was  normal,  and  a 
lateral  neck  roentgenogram  was  obtained  as  shown  in  fi- 
gure 1.  The  figure  shows  a very  swollen  epiglottis  and 
aryepiglottic  folds.  He  was  admitted  to  the  hospital,  and 
laryngoscopic  examination  showed  moderate  supraglottic 
edema  and  inflammation  with  some  airway  compromise.  A 
nasotracheal  tube  was  passed  because  of  his  breathing  diffi- 
culty and  findings  on  exam.  He  was  treated  with  ampicillin, 
dexamethasone,  and  oxygenated  mist.  Blood  cultures 
yielded  no  growth  and  sputum  cultures  showed  normal 
flora.  He  improved  rapidly  and  was  extubated  two  days 
later.  The  following  day  he  was  discharged  on  oral  ampicil- 
lin, and  he  recovered  fully. 

Case  4:  G.O.  is  a 34  year  old  male  seen  on  8/14  with  a 
one-day  history  of  sore  throat  and  fever.  Pharyngeal  exam 
was  normal,  throat  culture  was  obtained,  and  no  treatment 
was  given.  He  returned  the  next  day  because  of  increased 
trouble  swallowing.  A lateral  neck  roentgenogram  obtained 
at  that  time  showed  a swollen  epiglottis  which  was  then 
confirmed  by  laryngologic  examination.  He  was  admitted 
for  treatment  with  ampicillin,  dexamethasone,  and  oxyge- 
nated mist.  He  never  had  symptoms  of  airway  compromise, 
and  exam  showed  an  adequate  airway,  so  no  intervention 
was  necessary.  Cultures  of  the  blood  and  throat  were  nega- 
tive. He  improved  rapidly  on  treatment  and  two  days  after 
admission,  he  was  well  enough  to  be  discharged  on  oral 
ampicillin. 

Case  5:  S.W.  is  a 26  year  old  male  seen  on  11/15  with  the 
onset  that  day  offever  and  sore  throat.  Examination  showed 
a temperature  of  103°  otherwise  he  was  normal.  A throat 
culture  was  obtained,  and  no  specific  treatment  was  given. 
He  retiuned  that  night  because  of  worsening  pain  and  trou- 
ble swallowing.  The  pharynx  was  again  normal,  but  mirror 
laryngoscopy  revealed  er^hema  and  edema  of  the  epiglottis 
with  a good  airway.  He  was  given  ampicillin  and  dexa- 
methasone intravenously  in  the  Emergency  Room  and  was 
carefully  observed.  Symptomatically,  he  improved  greatly 
over  a few  hours,  and  was  released  on  oral  ampicillin  and 
dexamethasone.  He  was  seen  daily,  and  over  the  next 
thirty-six  hours  progressed  to  be  entirely  asymptomatic. 

Comment:  From  these  cases,  certain  points  seem  clear. 
First,  this  is  a disease  that  needs  to  be  borne  in  mind  when 
seeing  adults  with  fever,  severe  sore  throat,  painful  dys- 


Fig.  1 . Coned  down  view  of  portion  of  lateral  neck  x-ray.  Upper 
arrow  shows  marked  epiglottic  swelling  and  lower  arrow  shows 
swelling  of  aryepiglottic  folds. 


phagia,  and  a normal  pharyngeal  exam.  Secondly,  the  diag- 
nosis was  made  definitively  by  lateral  neck  roentgenogram 
or  indirect  laryngoscopy  in  each  case  after  the  diagnosis  was 
suspected.  Thirdly,  the  cultures  were  generally  negative  or 
showed  Hemophilus  influenza,  except  for  one  culture  of 
Staphylococcus  aureus.  Airway  management  consisted  of 
careful  observation  in  three  cases  and  tracheal  intubation 
in  two  cases. 

Discussion 

Epiglottitis  is  traditionally  classified  as  an 
infectious  disease  of  the  larynx,  but  because  of 
its  morbidity  and  mortality,  should  also  be  con- 
sidered a primary  airway  obstructive  process. 
Although  this  disease  probably  occurs  more 
often  in  children,  it  also  occurs  in  adults. The 
disease  starts  out  in  all  patients  as  a typical 
upper  respiratory  infection.  In  children,  there  is 
usually  a rapid  progression  to  a state  of  severe 
toxicity  and  respiratory  embarrassment.  In 
adults,  the  time  course  of  the  illness  may  be 
longer  due  to  a larger  airway  and  less  reactive 
tissues.  If  a diagnosis  is  made  before  the  disease 
has  progressed  too  far,  the  adult  patient  may 
often  be  managed  without  airway  intervention. 
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The  main  symptoms  are  severe  sore  throat 
with  painful  dysphagia,  and  difficulty  even 
swallowing  secretions.  There  may  be  some  mild 
voice  changes  consisting  of  hoarseness  or  muffl- 
ing of  the  voice,  and  with  progression,  there 
may  develop  symptoms  of  airway  compromise. 
Progression  of  the  disease  is  noted  by  increasing 
fever,  dysphagia,  voice  changes,  and  respira- 
tory embarrassment.  Pathologically,  the  dis- 
ease is  an  acute  inflammation  of  the  supraglot- 
tic  tissues,  usually  a bacterial  infection.  Al- 
though cultures  most  often  show  Hemophilus 
influenza,  Staphylococcus  aureus,  streptococci, 
and  other  bacteria  have  been  cultured,  and  vir- 
uses may  be  causative  in  some  cases®’  As 
shown  in  Case  1 in  this  series,  a bacteremia 
with  positive  blood  cultures  may  accompany  the 
respiratory  infection. 

In  yoimg  children,  it  is  generally  agreed  that 
an  airway  must  be  established  once  diagnosis  is 
made.  Considerable  debate  exists  as  to  whether 
to  use  endotracheal  intubation  or  tracheostomy 
to  maintain  the  airway^’  have 

been  used  successfully. 

In  the  adult  without  airway  compromise,  a 
rational  treatment  approach  has  been 
suggested  by  Strome  and  Jaffe.®  They  recom- 
mend immediate  institution  of  treatment  with 
anpicillin,  corticosteroids,  and  oxygenated  mist 
with  continuous  monitoring  for  signs  of  deterio- 
ration. They  emphasize  the  need  for  prompt  in- 
tervention in  patients  deteriorating  on  this  reg- 
imen to  establish  a safe  airway.  They  success- 
fully treated  eight  out  of  ten  patients  without 
airway  intervention.  Hawkins^®  reported  thir- 


teen out  of  seventeen  adults  successfully 
treated,  medically.  This  series  of  five  patients 
shows  three  treated  without  airway  interven- 
tion and  two  with  intubation.  The  antibiotic 
choice  should  probably  focus  on  the  treatment  of 
Hemophilus  influenza,  although  some  patients 
may  require  coverage  for  staphylococci.®  The 
role  of  steroids  has  not  been  established  by  dou- 
ble blind  studies;  but  this  report,  along  with 
others®’  would  support  their  potential  value 
in  reducing  the  progressive  edema. 

Conclusion: 

Epiglottitis  in  adults  is  an  acute  infection  of 
the  supraglottic  tissues  which  may  progress 
over  several  hours  to  a few  days  before  any  signs 
of  airway  compromise  are  seen.  The  physician 
must  think  of  this  diagnostic  possibility  in  see- 
ing patients  with  fever,  toxicity,  severe  sore 
throat,  painful  dysphagia  (with  or  without  voice 
or  airway  symptoms),  and  a normal 
oropharyngeal  exam.  The  diagnosis  is  made  by 
examination  of  the  supraglottic  structures  by 
indirect  laryngoscopy  or  lateral  neck  radio- 
graph. Treatment  consists  of  antibiotics, 
oxygenated  mist,  and  probably  corticosteroids. 
Vigilant  airway  monitoring  and  intervention,  if 
indicated,  are  of  paramount  importance.  Early 
diagnosis  and  treatment  may  allow  patients  to 
be  managed  without  airway  intervention.  • 
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The  stomach  lies  in  the  left  upper  quadrant  where  it  is 
protected  by  the  chest  wall  and  abdominal  musculature.  It  is 
rarely  injured  in  cases  of  non-penetrating  trauma.  In  col- 
lected series,  rupture  of  a hollow  viscus  occurs  in  10-18  per 
cent  of  those  sustaining  injury  by  blunt  trauma,  whereas 
the  stomach  is  ruptured  in  only  0.9-1.8percent.^  The  major- 
ity of  the  gastric  rents  occur  during  motor  vehicle  accidents. 
An  unusual  case  of  gastric  rupture  after  a relatively  minor 
non-penetrating  injury  has  prompted  this  report. 

CASE  REPORT 

On  January  5,  1979,  a 29-year-old  American  Indian  male 
was  leaving  a local  tavern  where  he  had  spent  several  hours 
when  he  was  kicked,  beaten,  and  robbed  outside  in  the 
parking  lot.  In  the  Emergency  Room  he  complained  of  ab- 
dominal pain.  He  vomited  twice;  there  was  no  blood  in  the 
gastric  contents.  Initial  evaluation  disclosed  a large  facial 
hematoma.  Abdominal  findings  included  absent  bowel 
sounds  and  mild  variable  diffuse  tenderness.  Hematocrit 
was  45  per  cent;  there  were  no  cells  in  the  urine.  Abdominal 
roentgenograms  disclosed  no  free  air  and  were  otherwise 
read  as  "nonspecific  abdomen.” 

Because  of  the  equivocal  examination  and  poor  coopera- 
tion due  to  ethanol  intoxication,  the  patient  was  admitted 
for  observation.  Twelve  hours  later  the  abdomen  developed 
increasing  signs  of  peritoneal  irritation.  Peritoneal  lavage 
was  performed  and  returned  a thick  tan-brown  odorless 
fluid.  The  white  cell  count  on  the  peritoneal  fluid  was 
14,400/mm3  with  71  per  cent  neutrophils  and  29  per  cent 
lymphocytes.  The  amylase  onthe  fluid  was  6,940  U/dl  with  a 
concomitant  serum  amylase  of  472  U/dl  (N  equals  60  to  160 
U/dl). 

Because  of  these  findings,  a laparotomy  was  performed 
approximately  16  hours  after  injury.  Preoperative  penicil- 
lin and  tetracycline  were  given  intravenously.  At  operation 
there  was  a panperitonitis  with  a brown  exudate  covering 
most  of  the  serosal  surfaces.  There  was  an  inflammatory 
mass  in  the  left  upper  quadrant  consisting  of  edematous 
colon,  omentum,  stomach  wall,  and  an  enlarged  spleen. 
After  opening  the  lesser  sac,  a 3 cm  longitudinal  serosal  tear 
with  a central  1.5  cm  perforation  was  discovered.  The  rent 
was  located  on  the  posterior  gastric  wall  near  the  lesser 
curvature  (Figure  1).  Gastric  contents  freely  spilled  through 
the  perforation  into  the  lesser  sac. 

The  defect  was  repaired  in  one  layer  with  000  silk  Lem- 
bert  sutures.  As  much  of  the  fibrinous  exudate  as  possible 
was  debrided  from  the  peritoneal  surfaces.  The  abdomen 
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was  copiously  irrigated  with  saline.  The  fascia  was  closed  in 
one  layer  and  the  skin  was  left  open  for  delayed  primary 
closure  which  was  subsequently  closed.  No  drains  were 
used. 

Postoperatively,  the  patient  recovered  rapidly.  He  was 
eating  a regular  diet  in  six  days  and  was  discharged  in  eight 
days.  There  was  no  evidence  of  complications  at  a one  month 
followup  visit. 

Discussion 

Wolf,  et  al.^  in  1936  reported  a case  of  gastric  rupture 
resulting  from  a beating  and  reviewed  63  additional  cases 
caused  by  blunt  trauma.  Yajko,i  et  al.  found  35  cases  in  the 
literature  from  1939-1972.  Gastric  rupture  tends  to  occur  in 
males,^  ^ and  motor  vehicle  accidents  account  for  the  major- 
ity of  these  injuries.  Contact  injuries  caused  by  falling  on 
blunt  objects,  criminal  assault,  blunt  missiles,  or  such  rough 
sports  as  football  have  not  been  reported  as  often  recently  as 
in  the  past.  Falls  are  the  second  most  common  cause,  and 
incidents  during  cardiopulmonary  resuscitation  are  the 
third  most  common.''  ■* 

The  high  incidence  of  concomitant  injuries  (33-55  per 
cent)  indicates  the  magnitude  of  the  causative  forces.  TTie 
severity  of  the  trauma  associated  with  gastric  rupture  is 
emphasized  by  an  incidence  of  shock  in  50-85  percent  of 
cases.'’  “* 

Initial  symptoms  and  signs  are  generally  not  specific  for 
gastric  rupture,  but  rather  indicate  peritoneal  irritation. 
Abdominal  pain,  tenderness,  ridigity,  referred  shoulder 
pain  (Kehr’s  sign),  nausea  and  vomiting  are  most  commonly 
present.  Hematemesis  may  be  present  inhalf  the  cases.  Free 
peritoneal  air  is  pathognomonic  of  hollow  viscus  rupture. 
Massive  amounts  of  air  usually  suggest  gastric  or  colonic 
origin.  Free  air,  however,  is  not  present  on  initial  films  in  50 
per  cent  of  the  cases;  therefore,  its  absence  does  not  rule  out 
gastric  rupture.®  Our  reported  case  had  no 
pneumoperitoneum.  Subcutaneous  emphysema  is  also  indi- 
cative of  a ruptured  ■viscus,  most  often  the  stomach  or  colon.® 

The  diagnosis  of  gastric  perforation  may  be  assisted  by 
peritoneal  aspiration  or  lavage,  first  popularized  by  Root,  et 
al.  ’■  ® A return  of  turbid  fluid  is  indicative  of  peritonitis 
and/or  peritoneal  soilage,  and  may  suggest  gastric  rupture, 
as  does  the  presence  of  bile  or  amylase. 

The  gastric  rent  rarely  bleeds  massively,  and  a peritoneal 
lavage  return  which  is  positive  for  blood  (salmon  colored, 
newsprint  opaque,  RBC  count  of  50-100,000)  is  usually  indi- 
cative of  other  intra-abdominal  injury. 

Contrast  studies  of  the  upper  intestinal  tract  are  rarely 
indicated.  Presence  of  clinical  signs  of  peritoneal  irritation 
should  demand  exploration  with  thorough  inspection  of  the 
stomach.  A sealed  perforation  may  result  in  a normal  con- 
trast study  and  therefore,  a false  sense  of  security. 
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Fig.  I . Diagram  of  the  stomach  as  seen  at  operation.  The  linear 
perforation  parallel  to  the  long  axis  of  the  stomach  is  represented  in 
the  drawing. 


Traumatic  gastric  rupture  unlike  "spontaneous  gastric  rup- 
ture”, is  similar  in  children  and  adults.  The  rents  occur  most 
frequently  near  the  lesser  curvature  (67  per  cent),  on  the 
anterior  wall  (74  per  cent),  and  near  the  pyloric  antrum  (74 
per  cent).'  The  tears  are  almost  always  several  centimeters 
long  and  are  linear. 

There  is  consensus  in  the  literature  that  a full  stomach  is 
important  in  the  etiology  of  gastric  rupture;  60- 100  per  cent 
of  patients  reported  had  recently  eaten.  The  lesser  curva- 
ture ruptures  more  frequently  apparently  because  of  its 
more  rigid  and  fixed  character.  It  also  lies  anterior  to  the 
vertebral  bodies,  making  it  most  susceptible  to  compression. 
Another  explanation  involves  the  shear  stress  applied  dur- 
ing rapid  deceleration  to  the  pyloric  antrum  — that  part  of 
the  stomach  lying  between  the  mobile  body  and  fundus,  and 
the  fixed  cardia  and  pyloris.  The  shearing  forces  may  be 
accentuated  by  a full  stomach.^ 

Successful  management  of  gastric  rupture  obviously  lies 
in  the  early  recognition  of  the  injury.  This  is  often  made 


Fig.  2.  The  gastrocolic  ligament  has  been  opened  and  the  stomach 
reflected  cephalad  to  expose  the  gastric  perforation.  The  sero-mus- 
cular  rent  was  much  longer  than  the  mucosal  defect  into  the  gastric 
lumen.  The  perforation  was  closed  with  interrupted  non-absorbable 
sutures. 

difficult  by  the  nonspecific  signs  and  symptoms  and  by  the 
frequent  association  of  other  life  threatening  injuries.  Allen 
and  Curry*®  in  their  series  of  297  cases  of  blunt  and  penet- 
rating abdominal  trauma,  found  an  average  delay  of  15 
hours  between  admission  and  operation  in  cases  of  blunt 
trauma,  contrasted  with  a delay  of  only  l*/4  hours  in  pene- 
trating trauma. 

Once  the  diagnosis  is  suspected,  most  authors  recommend 
pre-operative  antibiotics.  Penicillin  is  probably  the  drug  of 
choice  to  cover  the  gastric  anaerobes.  The  rent  itself  should 
always  be  closed  primarily.  This  is  followed  by  copious  irri- 
gation of  the  abdomen.  Drains  may  be  superfluous. 

Despite  adequate  operative  management,  mortality  of 
those  sustaining  gastric  rupture  remains  high.  Vassey®  has 
found  a mortality  of  100  per  cent  reported  in  1929,  and, 
presently,  mortality  ranges  from  40-60  per  cent.  *'  ® Death 
is  most  often  related  to  associated  injuries.  Peritonitis,  in- 
tra-abdominal abscess,  and  fistula  are  the  most  frequent 
complications. 

Summary 

Gastric  rupture  is  generally  secondary  to  severe 
blunt  trauma  of  motor  vehicle  accidents  but  may  be 
seen  after  minor  trauma  as  in  the  presented  case.  The 
diagnosis  is  usually  made  operatively  because  of  the 
nonspecific  nature  of  the  pre-operative  signs  and 
symptoms  of  intra-abdominal  injury.  However,  mas- 
sive amounts  of  free  air,  hematemesis,  and  history  of 
recent  meal  in  association  with  blunt  trauma  must 
suggest  the  diagnosis.  Early  recognition,  careful  re- 
pair, and  copious  peritoneal  irrigation  are  important 
in  improving  survival.# 
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This  report  describes  a safe  non-invasive  method 

of  determining  bladder  volumes  which  can  be 
performed  simply  and  easily  in  the  office  or  at 
the  bedside. 

Residual  urine  volumes  of  greater  than  100 
milliliters  have  important  diagnostic  and 
therapeutic  implications.  A bladder  volume  of 
greater  than  300  ml.  is  easily  discovered  on 
physical  examination.  At  the  present  time, 
small  but  potentially  significant  residual  vol- 
umes are  determined  by  bladder  catherization 
or  by  intravenous  pyelogram.  Both  of  these 
technics  may  lead  to  significant  morbidity  and 
rarely  mortality.  Ultrasound  is  well  known  for 
its  excellent  safety  record. 

Using  an  Ekoline  B-Mode  echocardiograph 
with  a 10  cm.  vertical  display,  bladder  volumes 
were  recorded  in  six  male  patients  over  the  age 
of  65  who  had  indwelling  catheters  for  other 
medical  reasons.  Up  to  200  ml.  of  normal  saline 
was  instilled  into  the  bladder  with  continuous 
echogram  monitoring.  It  was  easy  to  identify 
the  anterior  and  posterior  wall  of  the  bladder 
when  the  transducer  was  placed  above  the  sym- 
physis pubis,  pointed  in  a cephalo-caudad  direc- 
tion approximately  70  degrees  from  the  saggital 
plane  of  the  recumbent  patient. 

From  the  echogram  tracings  anterior-post- 
erior diameters  of  the  bladder  were  measured  at 
50  ml.  increments  (Figure  1).  At  100  ml.  volume 
the  mean  anterior-posterior  diameter  was  2.58 
cm.  plus  or  minus  0.12  SEM  and  at  150  ml. 
bladder  volume  the  measured  anterior-post- 

Drs.  Simonelli,  Mayer.  Messner,  and  Wright  are  at  the  Department  of  Medicine,  Division 
of  Rheumatology,  University  of  New  Mexico,  School  of  Medicine,  Albuquerque.  New 
Mexico  87131. 
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Fig.  I . The  relationship  between  the  antero-posterior  dimension  of 
the  bladder  is  determined  using  a B-mode  portable  echocardiograph 
machine  and  known  bladder  volume. 


erior  diameter  was  3.43  cm.  plus  or  minus  0.13. 
Using  the  student’s  paired  t test,  the  difference 
between  100  and  150  ml.  anterior-posterior  de- 
terminations is  significant  at  the  p .01.  In  our 
observations,  all  patients  with  an  anterior- 
posterior  measurement  of  greater  than  3 cm.  by 
this  simple  technic  had  a determined  volume  of 
100  ml.  or  greater. 

We  feel  that  our  technic  is  a safe  and  a rela- 
tively accurate  one  for  measuring  small  but 
significant  urinary  bladder  volumes  in  males.  If 
the  anterior-posterior  determination  is  greater 
than  3 cm.  by  echogram,  the  bladder  volume  is 
predicted  to  be  100  ml.  or  greater.# 


for  1979 


311 


CLINICAL  BRIEF 


Cola-induced  psychotic  organic  brain 
syndrome 

A Case  Report 


Winston  W.  Shen,  MD,  Portales,  New  Mexico, 
and  Terence  C.  D’Souza,  MD,  New  Orleans,  Louisiana"^ 


That  caffeine  stimulates  the  central  nervous 
system  and  can  cause  restlessness,  insomnia, 
and  anxiety  is  well  known.  ^ ^ Orendorff*  of 
Canon  City,  Colorado,  in  1914,  reported  the  first 
case  of  a cola  drinker  who  "became  eccentric  and 
stubborn,  at  times  exhilarated,  then  depressed 
and  would  show  lapses  of  memory  and  deport- 
ment with  an  indifference  to  the  usual  conven- 
tionalities and  proprieties.”  In  1936,  a case  of 
caffeine-induced  psychosis  characterized  by 
"essentially  those  of  the  manic-depressive 
group  with  interspersed  elements  of  a delirium 
and  confusion”  was  described  in  Boston.®  A 
subjective  self-reported  account  of  transient  caf- 
feine-induced delirium  experienced  by  an  Alas- 
kan fisherman,  was  more  recently  published.® 
Here,  we  report  a case  of  an  excessive  cola 
drinker  who  required  a week  to  clear  up  his 
derangement. 

CASE  REPORT 

A 3 1-year-old  New  Orleanian  black  male  truck  driver  was 
brought  into  the  hospital  in  an  agitated  and  confused  state. 
He  complained  "my  nerves  is  bad”  and  described  visual 
hallucinations  of  being  attacked  by  bright  shiny  flies  and 
bugs  that  were  controlled  by  "voodoo,”  and  shouted  "get  that 
fly  off  me.”  He  yelled  that  those  flying  insects  were  trying  to 
bite  him,  and  that  someone  was  pouring  gasoline  on  him.  He 
seemed  detached  from  reality.  One  day  before  this  acute 
episode  leading  to  this  admission  the  patient  experienced  a 
progressive  feeling  of  uneasiness.  During  the  previous 
month  his  job  had  been  to  load  and  unload  crates  of  cola  in  a 

* 

At  the  time  of  writing  the  authors  were  at  Charity  Hospital  of  Louisiana.  New  Orleans, 
where  this  case  was  treated.  [>.  Shen  is  now  Medical  Director.  Mental  Health  Resources, 
Inc.,  Portales,  New  Mexico,  and  Oinical  Assistant  Professor,  Department  of  Psychiatry. 
The  University  of  New  Mexico  School  of  Medicine,  Dr,  D'Souza  is  a Resident  in 
Psychiatry.  Department  of  Psychiatry  and  Behavior  Sciences.  Louisiana  State  University  at 
New  Orleans,  Louisiana. 

Address  for  reprints:  Winston  W'.  Shen.  MD.  300  E.  First.  Portales.  New  Mexico  88130. 


cola  factory.  He  had  consumed  large  quantities  of  cola, 
about  ten  12-ounce  cans  a day  - having  ready  access  to  this 
soft  drink  at  work.  On  the  day  before  his  hospitalization,  the 
patient  had  drunk  20  to  25  cans  of  cola. 

There  was  no  history  of  mental  illness  and  he  denied  the 
use  of  street  drugs,  but  did  drink  about  two  cans  of  beer  a 
day.  He  also  denied  excessive  use  of  coffee.  He  had  a two- 
year  college  education,  had  been  married  for  ten  years,  and 
had  two  children.  His  family  had  no  history  of  psychiatric 
illness.  The  only  noteworthy  event  in  his  medical  history 
was  the  loss  of  his  right  eye  in  a motor  vehicle  accident  two 
years  earlier.  No  history  of  seizures  or  any  other  neurologi- 
cal deficit  was  evident. 

Physical  examination  was  negative  except  for  the 
aforementioned  loss  of  sight.  On  mental  status  examination 
the  patient  was  agitated,  restless,  and  disheveled;  he  com- 
plained of  visual  hallucination.  He  evinced  memory  loss  and 
was  disoriented  to  time,  place,  and  person.  Intellectual 
capacities,  such  as  fund  of  general  information  and  calcula- 
tion, were  poor.  Judgment  and  insight  were  also  impaired. 

After  admission,  we  observed  the  patient  without  giving 
him  any  medications.  His  mental  status  remained  un- 
changed for  the  next  24  hours.  The  hallucinations  disap- 
peared 48  hours  later.  We  gave  him  serial  tests  to  evaluate 
his  sensorium  and  mental  capacity  during  his  stay  in  the 
hospital.  Two  types  of  tests,  Kent’s  EGY  Scale  D’  and  a 
Mini-Mental  States  Test,®  were  given  on  days  1,  2,  4,  and  7. 
The  scores  of  the  former  were  17, 19,  25,  and  30  (maximum 
score:  33);  and  those  for  the  latter,  16,  22,  25,  and  30 
(maximum  score:  30).  All  scores  indicated  a progressive 
improvement  in  organicity.  Laboratory  results,  including 
chest  X-ray  films,  complete  blood  count,  urinalysis,  VDRL, 
toxicology  studies  (for  such  drugs  as  heroin,  cocaine, 
phetamine,  phencyclidine,  LSD),  blood  chemistries 
(SMA-12),  and  an  electroencephalogram,  were  within  nor- 
mal limits. 


Comment 

Like  coffee  and  tea,  cola  contains  as  much  as 
55  mg  caffeine  per  12-ounce  can.H®  Our  patient 
had  consumed  large  amounts  of  caffeine  daily 
for  almost  a month.  His  clinical  course,  with 
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organic  deficits  documented  by  7-day  serial  ob- 
jective tests,  further  supports  Ritchie’s  conten- 
tion that  excessive  amounts  (1  gm  or  more)  of 
caffeine  can  cause  an  untoward  reaction  of  the 
central  nervous  system, ® even  a sustained 
clinical  manifestation  of  psychotic  organic 
brain  syndrome.  Because  evidence  from  this 
and  other  cases  suggests  children  are  more  sen- 
sitive to  caffeine  than  are  adults,^’  ^ parents 


should  use  caution  in  selecting  soft  drinks  when 
their  children  are  expected  to  consume  large 
and  continuous  quantities.# 
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Almost  Human. 

Wild  animals  often  exhibit  behavior  which  is  almost  human. 
Brown  bears  are  a good  example.  They  travel  as  a family  unit  and 
the  mother  teaches  the  cubs  to  fend  for  themselves  against  the 
pitfalls  and  dangers  that  life  sometimes  brings. 

And  just  as  the  bear  protects  her  young,  maybe  you  should 
look  at  the  protection  you  have  provided  for  yourself  and  your 
family.  What  would  happen  if  you  became  disabled  and  your 
income  was  stopped? 

That's  why  the  Colorado  Medical  Society  endorses  Disability  . 
Income  Protection  for  its  members.  Dis- 
ability Income  Protection  can  help  you  re- 
place that  "lost  income"  when  a covered 
sickness  or  accident  keeps  you  from  your 
practice.  And  your  plan  is  underwritten  by 
Mutual  of  Omaha,  the  people  who  bring  you 
Mutual  of  Omaha's  Wild  Kingdom. 

For  complete  information  about  Dis- 
ability Income  Protection,  mail  in  the 
coupon  or  call  the  Mutual  of  Omaha  repre- 
sentative nearest  you  for  personal,  courte- 
ous service. 


Tony  occhluto 

Suite  206 
902  North  Circle  Drive 
PO.  Box  9226 
Station  A 

Colorado  Springs,  Colorado  80932 
(303)471-1083 

Con  Litz 

Suite  300 

4800  Wadsworth  Plaza 
Wheat  Ridge,  Colorado  80033 


Frank  Zarlengo 

Suite  111,  Bldg.  3 
Plaza  6000 

6000  East  Evans  Avenue 
Denver,  Colorado  80222 
(303)  758-3600 

Carl  Roderick 

Greeley  National  Plaza 
Suite  660 
827  Eighth  Street 
Greeley,  Colorado  80631 


(303)423-2710 


(303)352-5296 


UNDERWRITTEN  BY 

s^mflhaSL/ 

People  poo  can  count  on... 

Life  insurance  Affiiiaie: 

United  of  Omahii 

MUTUAL  OF  OMAHA  INSURANCE  COMPANY 
HOME  OFFICE  OMAHA,  NEBRASKA 


■ Colorado  Medical  Society  insurance  Program 

I I am  interested  in  Mutual  of  Omaha's  personal  service  in  providing  me 
J with  information  about  Disability  Income  Protection  available  to  me  as  a 
I member  of  the  Colorado  Medical  Society. 

I Name 

I Address 


State 


ZIP 
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The 

Psychiatric 

Referral... 


A Decision  That 
Demands  Careful 
Attention 

Make  That  Choice 
In  Confidence 


Robert  R Snead,  M.D. 

Medical  Director 

Carl  R.  Gray,  M.D. 

Clinical  Director 

Certified  By  Medicare 

J.C.A.H.  Accredited 

Most  Forms  of  Health  Insurance 
Accepted 

At  BPI  discrete  treatment 
programs  are  offered  for  the 
adult  and  adolescent  psychiatric 
patient  and  the  alcoholic. 


Boulder  Psychiatric  Institute 
4390  Baseline  Road 
Boulder,  CO  80303 
(303)  499-2233 
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Battock  Named  to  Hospital  Presidency 

Dennis  J.  Battock,  MD,  Aurora,  has  been  elected  to  serve 
as  president  of  the  medical  staff  of  Aurora  Community  Hos- 
pital during  1979-80.  Dr.  Battock  joined  the  hospital  in  1974 
as  director  of  cardiology,  and  served  as  medical  staff  vice 
president  from  1976  through  1978.  He  also  is  an  assistant 
clinical  professor  of  medicine  at  the  University  of  Colorado 
Health  Sciences  Center. 


Banjo,  Anyone? 

Ronald  Tegtmeier,  MD,  leader  of  the  Dixie  Docs,  Dixie- 
land Ja2z  Group,  is  seeking  a banjo  player  and  other  musi- 
cians or  vocalists  interested  in  performing.  Call  Dr. 
Tegtmeier  at  424-1174  for  further  information. 


University  of  New  Mexico  Medical  Center 


Voorhees  In  Rural  Program 


Chisholm  Honored 

Roger  Neil  Chisholm,  MD,  vice  chairman  of  the  Depart- 
ment of  Family  Medicine  at  the  University  of  Colorado 
Medical  Center  is  one  of  three  family  physicians  receiving 
the  esteemed  Thomas  W.  Johnson  Award  for  outstanding 
contributions  to  family  practice  education. 

Chisholm  was  instrumental  in  upgrading  family 
medicine  from  a division  in  internal  medicine  to  a full 
fledged  department  in  1976,  and  also  recruited  a donation  to 
assist  in  the  purchase  of  a new  family  practice  center  for  the 
family  practice  residency  program. 

Chisholm  has  also  been  active  in  leadership  roles  on  the 
national  level  as  a member  of  the  AAFP  Board  of  Directors, 
Chairman  of  the  Education  Commission,  member  of  the 
Residency  Review  Committee  for  Family  Practice,  and  the 
American  Board  of  Family  Practice. 


James  Dayton  Voorhees,  III,  faculty  member  of  the  Uni- 
versity of  New  Mexico  School  of  Medicine,  has  assisted  in 
development  of  a training  program  for  rural  doctors  which 
presents  medical  students  with  challenges  typical  of  those 
found  in  rural  areas,  followed  by  actual  rural  experience. 

Wilson  Named  Fellow 

John  Newhall  Wilson,  MD,  of  Albuquerque  has  been 
named  a Fellow  of  the  American  College  of  Cardiology. 

Brown  Serves  in  Mexico 

Bruce  Brown,  MD,  pediatrician  at  the  Department  of 
Family,  Community,  and  Emergency  Medicine  at  the  Uni- 
versity of  New  Mexico  Medical  Center,  spent  early  summer 
consulting  with  physicians  and  interns  at  a hospital  in  the 
Mexican  state  of  Chiapas,  at  Tuxtla  Gutierrez. 


Remember 

ZYIOPRIM 

the  original  (allopurinol) 

100  and  300  mg 
Scored  Tablets 

The  name 
Zyloprim 
is  now 
imprinted  on 
each  tablet. 


Burroughs  Wellcome  Co 
Research  Triangle  Park 
North  Carolina  27709 
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Vernon  Lowell  Bolton 
94th  Past  President 
Colorado  Medical  Society 


Doctor  Vernon  Lowell 
Bolton,  94th  President  of 
the  Colorado  Medical  Soci- 
ety, 68,  died  at  Green  Val- 
ley, Arizona  September  16, 

1979. 

Zestful  in  office.  Doctor 
Bolton  lived  with  apprecia- 
tion of  a great  many  oppor- 
tunities to  enrich  his  life 
with  such  diverse  activities 
as  being  a "rock  hound,”  col- 
lecting Southwest  Indian 
Jewelry  and  artifacts  as 
well  as  19th  century  phar- 
maceutical and  patent  medicine  bottles,  and  the 
making  of  jewelry  and  art  objects. 

In  addition,  he  swam  daily,  kept  a horse,  skated 
and  skiied,  and  was  a pilot. 

Doctor  Bolton  was  Oklahoma-bom  and  attended 
the  University  of  Kansas  at  Lawrence,  proceeding  to 
the  medical  school  at  Kansas  City,  Kansas  for  his 
MD,  which  he  received  in  1936.  He  interned  at  Uni- 
versity Hospital  in  Oklahoma  City  for  two  years, 
following  which  he  first  came  to  Colorado  to  practice 
at  Alamosa. 

He  volunteered  for  army  medical  duty,  serving  four 
and  a half  years,  of  which  38  months  were  overseas  in 
Australia  and  New  Guinea.  He  emerged  as  a Colonel 
in  the  Army  Medical  Corps. 

He  served  thirty  years  as  a radiologist  on  the  staff 
of  St.  Francis  Hospital  in  Colorado  Springs,  becoming 
chief  of  staff  in  1974.  He  retired  in  1977. 

Doctor  Bolton  served  on  the  Colorado  Springs 
Health  Planning  Board,  on  the  Board  of  Directors  of 
the  Pioneer  Museum  at  Colorado  Springs,  and  on  the 
Board  of  Directors  of  the  Colorado  Springs  Fine  Arts 
Museum,  which  he  served  as  president  for  three 
years. 

He  was  a member  and  former  president  of  the  Col- 
orado State  Radiological  Society,  and  was  at  one  time 
president  of  the  Rocky  Mountain  Radiological  Soci- 
ety, and  was  a Fellow  of  the  American  College  of 
Radiology. 

Doctor  Bolton  is  survived  by  his  widow,  Mrs.  Helen 
Margaret  Bolton  of  Green  Valley,  Arizona,  and  by  a 
son,  Vernon  L.  Bolton,  Jr.,  of  Seattle,  and  three 
daughters,  Mrs.  Stanley  Glover,  Colorado  Springs; 
Mrs.  Robert  Bolin,  Fargo,  North  Dakota,  and  Mrs. 
James  Trainer,  Boulder,  Colorado.  His  mother,  Mrs. 
Jesse  Vernon  Bolton,  Amarillo,  Texas,  also  survives, 
as  does  a sister,  Mrs.  Harlan  Roberts,  Amarillo. 


Colorado 

Doctor  Alexander  William  Freshman,  who  was 

born  in  Denver,  December  25,  1897  died  in  Denver 
July  4,  1979  at  the  age  of  81. 

Doctor  Freshman  received  his  grade  school  educa- 
tion at  the  Jewish  Orphan  Asylum,  Cleveland,  Ohio, 
then  attended  East  Denver  High  School.  He  received 
his  BA  at  the  University  of  Denver  and  his  MD  from 
Washington  University,  St.  Louis,  Missouri  in  1929. 

In  World  War  I Doctor  Freshman  served  as  a Cor- 
poral in  the  Medical  Corps,  and  in  World  War  II  was  a 
Lt.  Col.,  serving  as  Chief  of  Laboratory  Services  at 
the  172d  General  Hospital,  Kunming,  China. 

From  1929  to  1974  Doctor  Freshman  who  was  a 
Pathologist  worked  in  a private  laboratory,  at  the 
same  time  that  he  was  doing  part-time  work  at  Mercy 
and  St.  Anthony  hospitals.  He  was  Past  President  of 
Medical  Staff  at  Mercy  Hospital,  where  he  served 
from  1929  to  1953,  and  for  many  years  was  a member 
of  the  Executive  Committee  at  Mercy  Hospital.  He 
was  also  a member  of  the  Executive  Committee  at  St. 
Anthony  Hospital  for  many  years. 

Doctor  Freshman  was  a member  of  the  Denver 
Medical  Society,  and  the  Colorado  and  American 
Medical  societies,  and  also  of  the  Denver  Clinical 
Pathological  Society. 

He  was  married  to  Winsome  Blanche  Prevost  on 
October  30,  1930.  She  survives  as  does  a daughter, 
Alix  Valerie  Freshman. 


Doctor  Harold  G.  Macomber,  who  practiced  over 
forty  years  in  Denver,  and  was  a Life  Emeritus 
member  of  the  Colorado  Medical  Society,  died  at  the 
age  of  89  in  San  Diego,  California  on  July  1,  1979. 

Doctor  Macomber  was  bom  in  Denver  May  14, 
1890  and  attended  Denver  schools.  After  being 
graduated  from  Manual  Training  High  School  he  at- 
tended the  University  of  Colorado,  from  which  he 
received  his  MD  in  1916.  He  was  licensed  to  practice 
that  same  year. 

Following  internship  at  Denver  General  Hospital 
he  served  with  Base  Hospital  29  in  World  War  I,  after 
which  he  opened  a practice  in  Denver  from  which  he 
retired  in  1961.  During  his  practice  his  primary  af- 
filiations were  with  St.  Luke’s  and  Children’s  hospi- 
tals. 

He  is  survived  by  his  widow,  the  former  Marion 
Cahill  of  New  York  City,  to  whom  he  was  luarried  in 
1922,  and  a brother,  Douglas  W.  Macomber,  MD,  of 
Denver. 

Doctor  Lewis  Robbins  Day,  Wheat  Ridge,  died 
September  30,  1979  at  the  age  of  58. 

Doctor  Day  was  born  July  22,  1921  at  Lincoln, 
Nebraska.  He  was  graduated  in  1943  from  Johns 
Hopkins  University  and  received  his  MD  from  Johns 
Hopkins  in  1946.  He  interned  at  Presbyterian  Hospi- 
tal, Chicago  from  April  1946  to  July  1947,  then  took  a 
residency  also  at  Presbyterian  Hospital  from  1949  to 

1951,  and  was  a Fellow  at  the  hospital  from  1951  to 

1952. 

He  served  as  a Captain  in  the  Army  Medical  Corps 
from  1947  to  1949. 
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Doctor  Day  was  licensed  to  practice  in  Colorado  in 
1952,  and  served  on  the  active  staffs  of  St.  Anthony 
Hospital,  Denver;  the  courtesy  staffs  of  Presbyterian 
Hospital  and  St.  Luke’s  Hospital.  He  served  a two- 
year  term  as  president  of  the  medical  staff  at  Chil- 
dren’s Hospital. 

He  was  a member  of  the  Clear  Creek  Medical  Soci- 
ety, for  which  he  served  in  a great  many  capacities, 
the  Colorado  Medical  Society,  and  the  American 
Medical  Society.  He  was  a Fellow  of  the  American 
Academy  of  Pediatrics. 

Doctor  Day  is  survived  by  his  widow,  Mrs.  Betty 
Day,  two  sons,  Michael  F.  Day,  Arvada,  and  Warren 
G.  Day,  Coral  Gables,  Florida,  and  two  daughters, 
Elizabeth  Swan  Day,  San  Francisco,  and  Rebecca  R. 
Straehley,  Honolulu. 


Doctor  Lowell  Little  died  August  13,  1979  at  the 
age  of  100. 

Doctor  Little  was  born  August  3,  1879  in 
Stromsberg,  Nebraska,  and  after  attending  public 
schools  near  Stromsberg  attended  the  University  of 
Iowa,  proceeding  to  Hahneman  Medical  School  to 
receive  his  MD.  He  took  his  internship  at  De  Lees 
Lying-In  Hospital,  Chicago,  and  opened  a practice  at 
Clarks,  Nebraska  in  1901  which  he  maintained  until 
serving  overseas  during  World  War  I when  he  w'as 
with  the  British  Army  in  France.  During  this  duty  he 
was  stationed  near  an  Austrian  airport  subject  to 
frequent  attacks  by  Baron  Manfred  von  Richtofen, 
and  despite  his  recollections  being  at  variance  with 
official  reports.  Doctor  Little  always  said  "I  was 
there’.”  and  insisted  he  had  attended  the  Baron  at  his 
death. 

in  1919  he  came  to  Hayden,  Colorado  as  a horse  and 
buggy  doctor,  describing  himself  as  a "kitchen  table 
surgeon.”  In  1927  he  moved  his  practice  to  Fort  Col- 
lins where  he  practiced  until  1959  when  he  retired. 

Doctor  Little  was  a member  of  the  Nebraska  Medi- 
cal Society,  Colorado  Medical  Society,  and  the 
Larimer  County  Medical  Society. 

He  is  survived  by  two  daughters,  Mrs.  Marjorie 
Counter  of  Fort  Lupton,  and  Mrs.  Lynn  Tillman, 
Severna  Park,  Maryland,  and  a son,  Lowell  P.  Little 
of  Fort  Lauderdale,  Florida. 


Doctor  Margaret  Edith  Nelson  Beaver  of  Grand 
Junction  died  August  21,  1979  at  the  age  of  77. 

Doctor  Beaver  was  born  in  Holstein,  Nebraska,  and 
attended  the  University  of  Colorado  where  she  ob- 
tained a BS,  and  then  took  her  MD  at  the  University 
of  Colorado  School  of  Medicine  in  1940.  She  also  took 
her  internship  there. 

She  practiced  industrial  medicine  with  the 
Chrysler  Corporation  in  Detroit  from  1941  to  1943, 
and  was  at  Wright-Patterson  Field,  Dayton,  Ohio  for 
one  year. 

Doctor  Beaver  became  Director  of  the  Mesa  County 
Department  of  Public  Health,  and  responded  to  vari- 
ous crises  in  that  field  with  imagination  and  deter- 
mination. 


She  is  survived  by  her  husband.  Dr.  William  C. 
Beaver,  and  two  children,  a daughter,  Mrs.  Jeannette 
N.B.  Cornwell,  Boulder,  Colorado,  and  Dr.  William 
C.  Beaver  II  of  Oxford,  England. 

Doctor  Thomas  A.  Duggan  of  Englewood,  Col- 
orado, died  on  June  30,  1979  at  the  age  of  76. 

Doctor  Duggan  was  born  March  10,  1903  in 
Faulkton,  South  Dakota,  and  attended  grade  school 
in  Faulkton.  He  received  his  BA  at  Columbus  Col- 
lege, Sioux  Falls,  South  Dakota,  and  his  MD  from 
Marquette  University,  Milwaukee,  Wisconsin. 

He  took  his  internship  at  Staten  Island  Hospital, 
Staten  Island,  New  York  as  a rotating  internship 
from  1928  to  1930.  Doctor  Duggan  was  a General 
Practitioner,  and  first  practiced  privately  in  Wagner, 
South  Dakota  from  1930  to  1949,  then  in  Denver  from 
1949  until  his  retirement  in  1967. 

He  was  a member  of  the  American  Medical  Associ- 
ation, the  Colorado  Medical  Society,  and  the  Denver 
Medical  Society. 

Doctor  Duggan  was  married  on  November  8,  1930 
to  Nell  L.  Sereff,  who  survives.  A daughter  Jo  Ellen 
Duggan,  Fairfax,  California,  and  three  sons,  Patrick, 
Dennis,  and  Thomas,  Jr.,  also  survive. 

Doctor  Hubert  Kesler  Knudsen  of  Boulder,  Col- 
orado died  May  24,  1979  in  Sun  City,  Arizona  at  the 
age  of  78. 

Doctor  Knudsen  was  born  in  Tyler,  Minnesota,  and 
attended  the  University  of  Iowa  for  his  BA  and  his 
MD.  He  served  his  internship  at  Iowa  Methodist  Hos- 
pital at  Des  Moines,  and  was  a Fellow  at  the  Mayo 
Clinic,  Rochester,  Minnesota  from  1927-28. 

Doctor  Knudsen  served  as  Radiologist  at  Boulder 
Community  Hospital,  and  at  Boulder  Memorial  Hos- 
pital. He  consulted  in  radiology  for  Oak  Park  Clinic 
in  Boulder. 

He  was  a member  of  the  American  Medical  Associ- 
ation, Colorado  Medical  Society,  and  the  Boulder 
County  Medical  Society.  He  belonged  to  the  Radiolog- 
ical Society  of  North  America  and  the  American  Col- 
lege of  Radiology.  He  is  a Fellow  of  the  Academy  of 
International  Medicine. 

He  is  survived  by  his  wife  Alice,  and  two  daughters, 
Nancy  Hall,  Fair  Oaks,  California,  and  Becky  Tag- 
gart, Boulder,  Colorado. 

Doctor  Gerald  Anthony  Duffy  died  in  Colorado 
Springs  on  June  4,  1979  at  the  age  of  81. 

doctor  Duffy  was  born  in  Freedom,  Pennsylvania 
on  January  19,  1898,  and  attended  public  schools  in 
Ohio.  He  received  his  MD  from  Valparaiso  Univer- 
sity School  of  Medicine,  Indiana,  and  interned  at 
Cook  County  Hospital,  Chicago,  following  which  he 
supervised  a hospital  in  Tampico,  Mexico  operated  by 
the  Tampico  Oil  Company. 

On  his  return  to  the  United  States  he  organized 
hospitals  in  Canon  City  and  Florence  for  C.F.  and  I, 
and  also  was  on  the  staff  at  Corwin  Hospital,  Pueblo. 

He  was  married  in  1924  to  Lavora  Blinn  who  sur- 
vives as  does  a daughter  Mrs.  Geraldie  Benigsen, 
Falls  Church,  Virginia. 
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Keflex 

cephalexin 


Additional  information  available  to  the  profession  on  request. 
Eli  Lilly  and  Company 
Indianapolis,  Indiana  46206 


500738 


WANT.  ADS 


MEDICAL  OPPORTUNITIES 

EMERGENCY  ROOM  PHYSICIAN.  Excellent  opportunity  for 
second-career  physician  with  skills  in  general  practice  seeking  regu- 
lar hours  and  opportunities  in  acute  care  medicine.  Three-man  FD 
group  looking  for  fourth  in  a 500  bed  community  hospital.  $20,000 
plus  annual  visits  with  full  specialty  backup.  Teaching  and  EMS 
development  as  desired.  American  medical  graduates  with 
emergency  experience  preferred.  Corporate  benefits  package  in  ex- 
cess of  $75,000.  Write:  Emergency  Physicians  of  Topeka,  3408 
Randolph,  Topeka,  Kansas  66611.  Call  (913)  354-6100.  579-5-4B 


NEEDED:  General  Internist  or  Family  Practitioner,  Board  eligible  or 
Board  certified  to  join  three  MD’s  and  one  PA  in  thriving  primary 
care  clinic.  Clinic  in  outlying  town,  17  miles  from  a hospital  with  all 
major  subspecialties  and  services  available.  Occupational  medicine 
and  pediatrics  practiced.  Write:  Palisade  Family  Practice  Clinic, 
P.O.  Box  920,  Palisade,  Colorado  81516,  or  call:  (303)  464-5183. 

579-9-TFB 


PRACTICE  OPPORTUNITIES  IN  THE  NORTHWEST.  Our  firm 
manages  a number  of  hospitals  in  communities  in  Northwest.  For 
information  regarding  practice  opportunities  send  your  CV  to  Dale 
Hanson,  A.E.  Brim  and  Associates,  Ltd.,  177N.E.  102nd  Avenue, 
Portland,  Oregon  97220,  or  call:  (503)  256-2070.  979-1-6B 


EXCELLENT  OPPORTUNITY  IN  NEW  MEXICO  for  Family 
Practitioner  to  associate  with  three  established  physicians  in  a rapidly 
growing  university  town.  Contact:  B.W.  Williams,  MD,  217  W. 
Court  Avenue,  Las  Cruces,  New  Mexico  88001.  779-9- 2B 


ROCK  SPRINGS,  WYOMING  - EMERGENCY  MEDICINE 
PRACTICE  AVAILABLE  IN  STABLE  FIVE  PHYSICIAN 
GROUP.  Excellent  fee  for  service  contract,  seeing  variety  of  trauma 
and  medical  patients.  New  hospital  with  specialty  back  up.  Ideal 
location  with  proximity  to  Jackson,  Steamboat  Springs,  and  Salt 
Lake  City.  Send  CV  to  Box  779-10-TFB,  c/o  Rocky  Mountain 
Medical  Journal,  1601  East  19th  Avenue,  Denver,  Colorado 
80218.  779-10-TFB 


ROCKY  MOUNTAIN  COMMUNITY.  Aggressive  Internist 
wanted  for  very  busy  practice.  Good  income  opportunity.  To  join 
two  active  internists.  Excellent  for  outdoor  enthusiast.  Write:  Inter- 
nal Medicine  Associates,  511  North  i2th  East,  Riverton,  Wyoming 
82501,  or  call:  (307)  856-4176.  779-1 1-3B 


PHYSICIAN  WANTED  FOR  full  or  part-time  work.  Aspen- 
Snowmass  Area.  Fee  for  service  with  generous  remuneration.  Plenty 
of  time  to  ski.  This  is  a unique  opportunity,  and  we  need  doctors 
now.  Call:  (313)  559-4773,  evenings.  979-2-4B 


WASHINGTON  STATE  NEEDS  PRIMARY  CARE.  Physicians 
needed  in  Washington  State  for  group,  associate,  and  solo  practices; 
opportunities  exist  in  the  rural  areas,  but  the  most  needs  are  in  rural, 
central  Washington;  non-profit  organization  coordinating  recruit- 
ment for  state.  Contact:  Center  for  Community  Development, 
Community  Health  Clearinghouse,  1370  Stewart  Street,  Seattle, 
Washington  98109.  Call:  (206)  682-3780.  1 179-2- 2B 


STUDENT  HEALTH  SERVICE  AT  UNIVERSITY  OF  WYO- 
MING. The  position  of  Medical  Director  is  now  reopened.  The 
Student  Health  Service  is  administered  by  the  College  of  Human 
Medicine,  and  serves  9,000  students  on  the  campus  at  Laramie, 
Wyoming.  There  are  four  other  staff  physicians,  two  nurse  prac- 
titioners, and  a supporting  staff  of  21 . The  Health  Service  has  its  own 
laboratory,  x-ray,  pharmacy,  physiotherapy  unit,  infirmary  (6  beds) 
and  mental  health.  Medical  Director  must  obtain  Wyoming  license, 
and  is  eligible  for  faculty  appointment  in  College  of  Human 
Medicine.  Director  should  have  primary  care  training  and/or  experi- 
ence and  strong  interest  in  developing  innovative  programs  for 
improving  clinical  and  preventive  services  as  well  as  creating  new 
educational  programs  for  students  and  families.  Twelve  month  posi- 
tion, salary  competitive.  Submit  resume  by  Dec.  31,  1979  to  John  J. 
Corbett,  MD,  Acting  Dean,  College  of  Human  Medicine,  University 
of  Wyoming,  Box  3433,  University  Station,  Laramie,  Wyoming 
82071.  THE  UNIVERSITY  OF  WYOMING  IS  AN  AFHRMA- 
TIVE  ACTION/EQUAL  OPPORTUNITY  EMPLOYER. 

1179-4- IB 


EXCELLENT  OPPORTUNITY  FOR  FAMILY  PRACTITIONER 
to  associate  with  two  other  Family  Practitioners.  Group  has  clinics  in 
Evergreen,  Idaho  Springs,  and  Georgetown.  Ideal  location  - unlim- 
ited outdoor  activities,  30  minutes  to  Denver.  Casual  practice  in 
picturesque  mountain  environment.  Excellent  specialty  and  hospital 
backup.  Very  little  call.  Contact:  Emerson  C.  Harvey,  Jr.,  MD, 
Buffalo  Park  Medical  Clinic,  P.O.  Box  1150,  Evergreen,  Colorado 
80439 . Call :( 303)  674-  669 1 . 1 1 79-  5- 1 B 


BOARD  CERTIHED  OR  BOARD  ELIGIBLE  FAMILY  PRAC- 
TITIONER sought  for  growing  practice  in  beautiful  energy  rich 
Western  Colorado.  Clinic  arrangement.  Partnership  opportunity 
available.  Office  located  12  miles  from  Grand  Junction  in  fruit 
growing  valley.  222  bed  hospital,  fully  equipped,  in  Grand  Junction, 
with  all  specialties  represented.  Excellent  recreational  facilities 
within  one  hour  drive  in  each  direction.  Send  curriculum  vitae  to 
W.F.  Duke,  MD,  or  J.C.  Triplett,  MD,  at  P.O.  Box  920,  Palisade, 
Colorado  81526  11 79-6- 2B 


PHYSICIANS  wanted  immediately.  Excellent  opportunities  in  fam- 
ily practice  and  in  several  specialties.  Modern  expanding  community 
hospital  in  mid-western  progressive  city  with  large  university  and 
positive  industrial  growth.  Easily  accessible  to  both  Mayo  Clinic  and 
the  University  of  Minnesota  Hospitals.  Send  resume  or  contact: 
Robert  Polk,  Hospital  Administrator,  Brookings  Hospital  (605) 
692-6351,  or  Dr.  Edward  P.  Michalewicz,  Professor,  Department  of 
Health  Science,  South  Dakota  State  University,  (605)  688-4106, 
Brookings,  South  Dakota  57007.  1179-7-lB 

WANTED:  GENERAL  INTERNIST  or  with  subspecialty  to  as- 
sociate with  three  internists  in  building  for  four.  Opportunity  to  take 
over  present  practice  and  buy  into  building.  Fully  equipped  hospital. 
Send  resume  to:  Internal  Medicine  Associates,  1045  Patton  Street, 
Fort  Collins,  Colorado  80524.  11 79- 12- IB 


OPENING  IN  ORTHOPAEDIC  SURGERY  with  a western  Col- 
orado fourteen-man  multi-specialty  group.  Balanced  practice  and 
recreational  opportunities.  Area  served  provides  skiing,  mountain 
trails,  fishing,  camping,  etc.  Modem  clinic  located  next  to  commun- 
ity hospital.  If  Board  Certified  or  Board  Eligible,  send  resume,  or 
contact:  G.  Thomas  Morton,  MD,  Glenwood  Springs,  Colorado 
81601,  or  Call:  (303)  945-8503.  1179-19-lB 
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DEAN;  COLLEGE  OF  HUMAN  MEDICINE  UNIVERSITY  OF 
WYOMING.  Nominations  and  applications  are  invited  for  the  posi- 
tion of  Dean,  College  of  Human  Medicine,  University  of  Wyoming, 
Laramie,  Wyoming.  The  University  of  Wyoming  has  an  enrollment 
of  9,020  students  and  a faculty  of  667.  The  College  of  Human 
Medicine  is  the  youngest  college  in  the  university  system  and  is 
responsible  for:  supervision  of  contracts  with  accredited  medical 
schools  for  education  leading  to  granting  of  an  M.D.  degree;  super- 
vision of  residencies  in  Family  Medicine  within  the  State  of  Wyom- 
ing; counseling,  at  the  undergraduate  level,  students  in  the  premedi- 
cal and  related  curricula;  and  technical  assistance  to  Wyoming  com- 
munities. QUALIFICATIONS:  An  M.D.  degree  with  experience 
and  sound  credentials  as  a teacher  and  scholar  equivalent  to 
achievement  of  professional  rank;  experience  in  the  practice  of 
medicine,  preferably  in  one  of  the  primary  care  specialties;  and 
administrative  experience  at  the  level  of  Department  Chairperson, 
Assistant  or  Associated  Dean  levels  desirable.  RESPON- 
SIBILITIES: The  Dean  reports  to  the  President  of  the  University 
through  the  Vice  President  for  Academic  Affairs.  Duties  include 
supervision  of  Family  Practice  Residency  Programs,  contracts  for 
education  of  medical  students  and  selected  other  health  profession- 
als, administration  of  hiring,  promotion  and  tenure  policies,  stimu- 
lation of  research  and  instruction,  evaluation  of  program  needs  and 
processing  of  requests  for  staff,  facilities  and  equipment,  program 
and  curriculum  changes.  In  addition,  the  Dean  is  expected  to  main- 
tain various  professional  contacts  and  activities  and  represent  the 
college  in  appropriate  university  and  national  activities.  Salary  is 
negotiable.  Application  deadline  is  February  15,  1980.  Applicants 
should  submit  a letter  of  application,  resume,  and  three  or  more 
letters  of  reference.  Nominations  should  include  addresses  and  tele- 
phone numbers.  All  materials  should  be  sent  to:  William  R.  Steckel, 
PH.D.,  Acting  Vice  President  for  Academic  Affairs,  Box  3302, 
University  Station,  Laramie,  WY,  82071. 

THE  UNIVERSITY  OF  WYOMING  IS  AN  AFFIRMATIVE 
ACTION/EQUAL  OPPORTUNITY  EMPLOYER,  ! 179- 16-  IB 


WANTED:  MEDICAL  DIRECTOR  OF  STUDENT  HEALTH 
CENTER  AT  COLORADO  COLLEGE,  Colorado  Medical  License 
required.  Part-time,  9-'/2  month  position  includes  18  office  hours  per 
week;  supervision  of  a gynecological  nurse  practitioner;  ex  officio 
committee  appointments;  and  responsibilities  including  general 
health  service  program,  medical  referrals,  emergency  physician 
coverage,  and  health  center  staffing  budget.  An  interest  in  education 
toward  preventive  health  is  desirable.  Ancillary  private  practice  may 
be  arranged.  Begins  late  August,  1980.  To  apply  please  send  cur- 
riculum vita  to  Laurel  McLeod,  Dean  of  Women,  at  Colorado 
College,  Colorado  Springs,  Colorado  80903.  Colorado  College  is  an 
Equal  Opportunity  Employer.  1179-18-18 


WYOMING-OPENINGS  FOR  PSYCHIATRIST,  INTERNIST 
AND  GENERAL  PRACTITIONER.  ALL  NEW  SALARY 
SCHEDULES.  PSYCHIATRIST  AND  INTERNIST.  Board  Cer- 
tified preferred  but  not  required.  Salaries  up  to  $50,964  each  plus 
excellent  benefit  package,  including  40-hour  work  week.  Health, 
Accident,  and  Malpractice  insurances.  Generous  retirement  and 
deferred  compensation  plan,  and  free  housing, 

GENERAL  PRACTITIONER-Psychiatric  hospital  experience  pre- 
ferred but  not  required.  Salary  up  to  $45,095  plus  some  benefit 
package  listed  above.  365-bed  psychiatric  medical  active  treatment 
hospital  utilizing  treatment  team  approach.  Excellent  recreational 
events  locally  and  80  miles  from  Salt  Lake  City  for  skiing,  night  life, 
and  cultural  opportunities. 

Write  with  full  CV  to:  William  N.  Kam.  MD.  Superintendent  and 
Medical  Director,  Wyoming  State  Hospital,  P.O.  Box  177, 
Evanston,  Wyoming  82930  or  Call:  (307)  789-3464.  Equal  Oppor- 
tunity Employer.  1179-20-iB 


OPHTHALMOLOGIST  RE'DRING.  Wants  to  sell  building  and 
practice.  Excellent  real  estate  investment.  In  practice  31  years.  95% 
collection  rate.  Located  Jacksonville,  Florida,  Gateway  to  Florida, 
and  its  largest!  Call:  (904)  398-0354  after  8:30  p.m. 

1179-8-iB 


GENERAL  SURGEON  HAS  FURNISHED  OFHCE  for  General 
Practitioner  and/or  General  Internist,  available  immediately,  SE 
Denver.  Call:  Di’.  Guthrie,  (303)  777-2639.  1179- 10- IB 


EMERGENCY  MEDICAL  OPPORTUNITIES  IN  COLORADO. 
Live  and  work  in  the  beautiful  San  Luis  Valley  of  South  Centra! 
Colorado.  Ski/Hunt/Fish,  etc.  One  full  time  (50-plus  hours  per 
week.)  physician  required  starting  January  1980.  Donald  P,  Ferrell, 
MD,  Director,  Emergency  Medical  Services,  Alamosa  Community 
Hospital,  Alamosa,  Colorado  81101,  or  Call:  (303)  589- 
2511.  n79~21-TFB 


AMERICAN  PARA  PROFESSIONAL  SYSTEMS  seeks  physicians 
to  do  basic  examinations  on  mobile  basis.  Flexible  hours,  full  or  part 
time.  Looking  for  physicians  in  Denver  area  and  rest  of  state.  Call: 
Martin  Seldin,  Director,  (303)  758-3124,or  write  APPS,  2020  South 
Oneida  Street,  Suite  #11,  Denver,  Colorado  80224. 

11 79-22- TFB 


ALBUQUERQUE,  NEW  MEXICO  POSITIONS  AVAILABLE 
FOR  EMERGENCY  ROOM  PHYSICIANS  beginning  December 
1979.  Competitive  salaries/benefits.  38-40,000  visits  per  year. 
Contact;  Jeff  Sollins,  MD;  Bob  Henry,  MD,  Medical  Emergency 
Services,  Inc.,  Presbyterian  Hospital  Center,  Albuquerque,  New 
Mexico  87106,  or  Call;  (505)  843-9211,  Ex.  3011.  1 1 79-23- IB 


PROPERTIES  — FOR  LEASE 

PROPERTIES  FOR  LEASE:  Pueblo,  Colorado  - Ultra  modem 
medical  space  available.  Parkview  Medical  Arts  Building,  17th  and 
Greenwood.  Will  remodel  to  suit  each  individual’s  needs.  Building 
has  X-ray  laboratory  and  Pharmacy  plus  all  other  services  nearby  for 
your  convenience.  Contact  Dan  Molello,  CPM  — Jones-Healy, 
Inc.,  1 19  West  6th  Street,  Pueblo,  Colorado  81003  or  phone  (303) 
545-8181.  179-5-6B 

FOR  LEASE:  COLORADO  SPRINGS  OFHCE  SPACE  across 
from  Penrose  Hospital.  622  square  feet,  shared  space  withOB/GYN. 
For  details  contact:  Herbert  E.  Thomson,  MD^2131  North  Tejon 
Street,  Colorado  Springs,  Colorado  80907,  or  call:  (303)  473- 
0553.  379-15-TFB 


FOR  LEASE:  Medical  office  space  in  Lakewood,  Colorado  build- 
ing. Suite  for  one  doctor  and  some  equipment  available.  Immediate 
referrals.  Call:  (303)  238-4811.  579-12-TFB 


OUTSTANDING  PROFESSIONAL  OPPORTUNITY  in  the  fastest 
growing  area  in  the  country,  with  a 40,000  population  base  presently 
with  NO  medical  offices.  Ideally  located  and  under  construction  at 
Hampden  and  Chambers  Road  in  Aurora,  Colorado,  with  from  800 
to  3500  sq.  ft.  available  for  completion  by  December  15,  1979.  This 
first  class  office  space  includes  ail  utilities,  plenty  of  on-site  parking, 
excellent  heating  and  air-conditioning  systems,  and  is  well  insulated 
and  landscaped.  For  information  please  call  Gary  Smith,  DDS  (303) 
755-8430.  evenings,  and  (303)  690-4000  days.  979-12-2B 
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FOR  LEASE:  THE  NEW  JASMINE  MEDICAL  ARTS  BUILDING 
to  be  constructed  at  10th  and  Jasmine  in  Denver,  approximately  eight 
short  blocks  from  Rose  and  Colorado  General  hospitals.  This  Solar 
Heated  full  service  building  with  medical  office  space  up  to  9,400 
square  feet  will  be  available  in  mid- 1980.  Space  can  be  customized 
to  your  requirements.  For  details  contact:  ComReal  Group,  Inc.  Call: 
(303)  779-9777.  1179-3- IB 


MEDICAL  SPACE  AVAILABLE  at  the  intersection  of  20th  and 
Wadsworth  in  Lakewood,  Colorado.  Located  in  new  shopping 
center,  providing  excellent  neighborhood  backup.  Strong  traffic 
patterns,  good  proximity  to  both  Lutheran  Medical  Center  and  St. 
Anthony  Hospital.  Call  Glenn  R.  Anderson,  (303)  892-1818. 

1179-11-lB 


FOR  RENT:  636  square  feet  - 2 treatment  rooms  and  laboratory. 
Nice  reception  room  and  private  office.  $5  per  square  foot  includes 
all  services  and  parking,  central  air  conditioning,  water,  gas,  air 
installed,  located  - 218  East  Willamette,  Colorado  Springs.  Call: 
Frank  Cotten:  (303)  636-1325.  1 179-  14-3B 


MEDICAL  SPACE  FOR  LEASE:  1 100  sq.  ft.  Qean,  carpeted,  and 
paneled  nearly  throughout.  Four  offices  with  sinks.  Large  nurses 
station,  work  area,  waiting  room,  and  dark  room  for  developing 
X-ray.  $600  per  month.  Contact:  Cushman  and  Wakefield  (303) 
573-5590.  1179- 17- IB 


MISCELLANEOUS 

MOVING  TO  COLORADO?  We  have  a super  transferee  informa- 
tion kit  - Free,  upon  request.  Write:  Penny  Decker,  Relocation 
Director,  Hutson  Real  Estate,  2731  South  Colorado  Boulevard, 
Denver,  Colorado  80222,  or  Call:  (303)  758-8821.  1 179-9-6B 


FOR  SALE:  1972  MERCEDES  250  C coupe.  Immaculate  condi- 
tion. Low  mileage.  Air  conditioning.  AM-FM  radio.  Cassette  deck. 
Almost  new  Michelins.  Car  fully  serviced  and  inspected.  Call:  Days 
(303)  388-6487,  Evenings:  (303)  722-3483.  1 179- 15- IB 


FOR  SALE:  Newer,  solid  state  Parke  Davis  EKG,  $850;  Burdick 
EK4  EKG,  $800;  Cambridge  VS3  EKG,  $725;  Birtcher  monitor, 
$850;  A 10  monitor,  $750;  Bennett  IPPB,  $500;  Doctors’  scale,  $90; 
Diathermy,  $600;  Collins  spirometer,  $650.  All  equipment  in  very 
good  condition  and  is  guaranteed.  We  also  service  and  buy  medical 
equipment,  and  buy  used  x-ray  film.  Aquarian  Medical,  871 1 Nor- 
wich Street,  Westminster,  Colorado  80030,  or  Call:  (303)  427- 
2867.  1179- 13- IB 


$6.94  WILL  COLLECT  YOUR  BAD  BILLS  instead  of  a percen- 
tage. All  money  comes  directly  to  you.  Don’t  watch  someone  else 
spend  your  hard  earned  capital.  Call  Ray  Baughman  at  North  Ameri- 
can Services,  before  10  am  or  after  3 pm,  (303)  759-4500  or  (303) 
321-0337.  1179-24-lB 
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LOOKING  FOR  A VERY  EXCLUSIVE 
GIFT  FOR  THE  HOLIDAYS? 


Give  her  a GIFT  CERTIFICATE  for  a 
SKIN  TREATMENT  or  DAY  OF  BEAUTY 
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She  will  love  you  for  it! 
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CASE  OF  CEREBRAL  TUMOUR. 


THE  SUBCICAL  TBEATUCST 

RICKMAN  J.  OODLEE.  M S..  F.R.CS.. 

•r»0105  to  rKtVEBlITT  COLLMI  SOOrtTU. 


Tbc  chief  featores  of  iotereet  in  the  case,  to  which  the 
ntteotioD  of  the  Society  is  directed,  are,  that  dunog  life 
the  esisteace  of  a tumour  was  diagsoeed  iu  the  brain,  and 
its  situation  localised,  entirely  by  the  signs  and  symptoms 
exhibited,  without  any  estamal  manifeatatione  on  the 
surface  of  the  skull.  This  growth  was  removed  without 
any  immediate  injurious  effects  on  the  intelligence  and 
general  condition  of  the  patient.  AJtbough  he  died  four 
weeks  after  the  operation,  the  fatal  termination  was  doe, 
not  to  any  special  effects  on  the  nervous  centres,  but  to  a 
secondary  surgical  complication.  The  case,  moreover, 
teaches  some  important  physiological,  pathological,  and 
clinical  lessons,  and  suggests  practical  reflections  which 
may  prove  useful  to  future  medicine  and  surgery. 


Dedication 


This  supplement  to  the  Rocky  Mountain  Medical 
Journal  is  devoted  to  a review  of  the  most  common 
types  of  cancer  in  children.  It  attempts  to  highlight 
some  of  the  areas  of  very  real  progress  that  have  been 
made  as  well  as  to  point  out  areas  for  future  im- 
provements. 

Progress  in  the  area  of  pediatric  cancer  can  be 
traced  over  the  past  thirty  years  to  the  combined 
efForte  of  individuals  and  groups  at  many  institutions 
conducting  clinical  and  basic  research.  Support  for 
such  research  has  in  a large  part  come  from  the  Na- 
tional Cancer  Institute  but  other  sources  including 
private  philanthropy  have  played  a large  role.  The 
Helen  S.  Fisher  Memorial  Cancer  Research  Fund  was 
established  by  ^-Irs.  Fisher’s  family  and  friends  to 
support  ongoing  cancer  research  at  Denver  Children’s 
Hospital.  We  gratefully  dedicate  this  review  to  the 
memory  of  Mrs.  Helen  S.  Fisher. 
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Cancer  in  children  in  1979 


The  diagnosis  of  cancer  is  made  in  about  6,000 
children  in  the  United  States  each  year.  Al- 
though the  incidence  of  cancer  in  children  is 
low,  124  cases  per  million  children  per  year,  this 
group  of  diseases  is  second  only  to  accidents  as  a 
cause  of  death  in  children  between  the  ages  of  1 
and  14  years.  Thus,  cancer  in  children,  although 
uncommon  in  any  individual  practice,  is  an  im- 
portant cause  of  mortality.  These  mortality  fi- 
gures can  be  substantially  improved,  however, 
with  prompt  diagnosis,  comprehensive  evalua- 
tion and  multidisciplinary  treatment  planning. 
A clinical  approach  designed  to  achieve  these 
objectives  for  several  childhood  malignancies  is 
presented  in  the  following  series  of  papers. 

The  number  of  different  histologic  types  of 
cancer  seen  in  children  is  large.  However,  the 
restricted  number  of  tumors  discussed  in  this 
series  - leukemias,  lymphomas,  brain  tumors, 
Wilms’  tumor,  neuroblastoma,  osteogenic  sar- 
coma, Ewing’s  and  rhabdomyosarcoma  - ac- 
count for  over  85  per  cent  of  pediatric  malignan- 
cies. 

In  the  early  1950’s,  the  two-year  survival  for 
children  with  any  of  these  malignancies  was 
less  than  20  per  cent.  As  the  1970’s  come  to  8a 
close,  this  picture  has  dramatically  changed 
with  acute  lymphocytic  leukemia  patients  hav- 
ing about  a 50  per  cent  5-year  survival  overall. 
Hodgkin’s  disease  and  Wilms’  tumor  patients 
can  be  cured  in  over  80  per  cent  of  cases,  and 
cure  rates  for  patients  with  non-Hodgkin’s  lym- 
phomas, Ewing’s  and  rhabdomyosarcoma  are 
well  in  excess  of  50  per  cent. 

These  results  were  not  easily  achieved.  In  the 
treatment  of  solid  tumors,  surgical  resection 
with  or  without  radiation  therapy  could  often 
provide  local  tumor  control,  only  to  have  the 
patient  develop  distant  metastases,  and  ulti- 
mately die  of  disease  some  months  later.  Out  of 


this  experience  developed  the  concepts  of  mic- 
rometastases,  distant  occult  disease,  present 
at  diagnosis,  and  the  use  of  "adjuvant” 
chemotherapy  to  eliminate  these  metastases. 
The  subsequent  decrease  in  overt  distant 
metastases  and  the  enhanced  survival  follow- 
ing the  use  of  adjuvant  chemotherapy  has  de- 
monstrated the  validity  of  the  concepts,  and 
adjuvant  chemotherapy  has  now  become  a cor- 
nerstone of  solid  tumor  therapy. 

In  some  tumors,  the  combined  efforts  of  many 
pediatric  cancer  centers  has  provided  not  only 
increased  survival  but  new  insights  into  the 
pathogenesis  and  characterization  of  these 
tumors.  Thus,  in  Wilms’  tumor  it  is  now  recog- 
nized that  a particular  histologic  pattern  por- 
tends a much  poorer  prognosis.  Indeed,  this  his- 
tologic type  accounts  for  only  15-20  per  cent  of 
Wilms’  tumors  but  currently  produces  over  50 
per  cent  of  the  deaths  due  to  Wilms’  tumor. 

The  improved  survival  seen  in  children  with  a 
variety  of  tumors  forces  us  to  take  a much  larger 
view  of  the  patient  with  cancer  and  introduces 
an  entirely  new  set  of  problems.  Cancer  in  chil- 
dren must  no  longer  be  viewed  as  an  acute  or 
subacute  fatal  illness  but  as  a chronic  and  often 
curable  disease.  The  treatment  program  must 
not  only  be  designed  to  provide  the  optimum 
likelihood  of  survival  but  it  must  do  so  with  a 
view  to  decreasing  both  short  and  long  term 
morbidity  and  making  the  patient’s  psychologi- 
cal adjustment  to  the  disease  and  therapy  as 
healthy  as  possible.  Wilms’  tumor  may  again 
serve  as  an  example.  Current  therapeutic  trials 
provide  over  90  per  cent  survival  in  patients 
without  gross  metastases  at  diagnosis.  Our 
hope  now  is  to  decrease  the  radiation  and 
chemotherapy  in  these  patients  to  decrease  the 
later  development  of  scoliosis,  other  skeletal 
abnormalities,  and  hopefully,  the  incidence  of 
second  tumors. 
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Similarly  in  the  past  five  years,  a number  of 
factors  have  been  observed  which  have  prognos- 
tic significance  in  acute  lymphocytic  leukemia. 
This  form  of  leukemia  can  now  be  subdivided 
into  several  types  which  significantly  affect  the 
likelihood  of  survival.  Therapy  for  acute  lym- 
phocytic leukemia  may  now  be  "custom-de- 
signed” to  provide  less  intensive  treatment  and 
thus  lower  morbidity  to  the  patients  with  a good 
prognosis  and  more  intensive  treatment  for  that 
group  with  a poorer  outlook. 

These  advances  are  exciting  and  demonstrate 
the  dynamic  nature  of  pediatric  oncology.  That, 
unfortunately,  is  not  the  entire  story.  Although 
our  therapy  has  improved  for  a number  of  types 
of  cancer,  we  have  learned  little  about  the  etiol- 
ogy of  these  diseases  and  virtually  nothing 
about  how  to  prevent  them.  Because  the  treat- 
ment, even  when  successful,  is  difficult  and 
long,  the  ultimate  goal  of  our  research  must  be 
prevention. 

Not  all  pediatric  tumors  are  being  success- 
fully treated.  Neuroblastomas  and  brain 
tumors  remain  as  constant  reminders  of  our 
therapeutic  limitations.  While  infants  with 
neuroblastoma  may  have  an  excellent  prog- 
nosis, older  children  most  frequently  present 
with  disseminated  disease,  and  in  spite  of  drug 


induced  remissions,  usually  die  of  the  disease. 
The  addition  of  chemotherapy  to  surgery  and/or 
irradiation  to  the  treatment  of  brain  tumors  has 
produced  faint  glimmerings  of  improvement 
but  glioblastomas  and  high  grade  astrocytomas 
continue  to  elude  cure  in  the  majority  of  pa- 
tients. 

The  successful  approach  to  the  child  with 
cancer  begins  with  an  awareness  that  cancer 
may  be  the  cause  of  the  child’s  complaints.  It 
continues  with  a definitive  diagnosis  and  a 
thorough  assessment  of  the  stage  of  the  disease 
and  multidisciplinary  planning  of  therapy.  The 
actual  conduct  of  treatment  will  involve  close 
cooperation  between  the  family  physician  or 
pediatrician,  surgeon,  radiotherapist,  and 
pediatric  oncologist.  It  will  also  involve  nurses, 
social  workers,  school  nurses,  and  often 
specialists  in  rehabilitation.  The  team,  at  times, 
seems  to  become  almost  prohibitively  large.  The 
effort  expended  is  great  but  so  are  the  rewards, 
as  we  are  increasingly  able  to  cure  the  child 
with  cancer  and  enable  him  to  lead  a relatively 
normal  life. 

David  G.  Tubergen,  MD 
Denver,  Colorado 


EXPLANATION  OF  COVER 

1.  Sidney  Farber  first  used  the  folic  acid  antagonist, 

aminopterin  in  the  treatment  of  acute  leukemia  in 
1947. 

2.  A.  Hughes  Bennett  and  Rickman  J.  Godlee  first  diag- 
nosed and  operated  upon  a man  with  a glioma  of  the 
cerebral  cortex,  1885. 

3.  Thomas  Hodgkin,  pathologist  to  Guy’s  Hospital  gave 
the  first  full  description  "on  the  morbid  appearance  of 
the  absorbent  glands  and  spleen”  in  1832. 

4.  X-ray  of  Ewing’s  sarcoma  from  his  1921  article  describ- 
ing the  diffuse  endothelioma  of  bone. 

5.  First  patient  reported  by  Denis  Burkitt  on  sarcoma  of 
the  jaw.  Brit.  J.  Surg.  46:218,  1958. 

6.  First  documented  case  of  the  spontaneous  maturation 
of  neuroblastoma  by  Harvey  Cushing  in  1926  (note 
large  ganglion  cells). 

7.  John  Hunter  (1728-1793)  the  foremost  British  surgical 
investigator  of  his  time,  dissected  a bilateral  Birch- 
Hirschfeld  (Wilm’s)  tumor  which  is  still  preserved  at 
the  Hunterian  Museum. 
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Acute  leukemia  of  childhood 

/ 


Lorrie  F.  Odom,  MD,  Denver,  Colorado 


Acute  leukemia  comprises  about  40  per  cent 
of  childhood  malignancies.  Acute  lymphogen- 
ous leukemia  (ALL)  is  the  most  common 
leukemia  of  childhood,  accounting  for  about  85 
per  cent  of  the  cases.  The  acute  non-lymphogen- 
ous  leukemias  (ANLL)  which  consist  of  acute 
myelogenous  (including  promyelocytic), 
monomyelogenous,  monocytic,  and  erythro- 
leukemias,  account  for  the  remainder  of  the 
cases.  Chronic  granulocytic  leukemia  occurs 
rarely  under  the  age  of  20  and  usually  progres- 
ses to  an  acute  phase  a few  years  after  the  origi- 
nal diagnosis. 

The  incidence  of  ALL  rises  from  the  age  of  2 
years  to  a peak  at  about  5 years  and  falls  off 
through  later  childhood  and  adolescence.  It  oc- 
curs equally  in  boys  and  girls.  In  the  United 
States,  the  average  annual  incidence  for  child- 
ren under  15  is  4.2  cases  per  100,000  children. 
Acute  leukemia  in  babies  is  very  rare  but  when 
it  does  occur  it  is  more  often  a non- lymphogen- 
ous type  and  very  resistant  to  therapy. 

In  the  past  two  decades,  considerable  progress 
las  been  made  in  the  understanding,  diagnosis, 
classification,  and  treatment  of  acute  leukemia. 
Acute  leukemia  is  characterized  by  the  progres- 
sive accumulation  of  blood  cells  that  have  lost 
the  capacity  for  normal  maturation.  These  cells 
accumulate  in  the  bone  marrow  and  elsewhere 
in  the  body.  Usually  at  the  time  of  diagnosis  90 
to  100  per  cent  of  the  marrow  cellular  elements 
consist  of  leukemic  cells.  This  proliferation  im- 
pairs the  production  of  normal  blood  elements 
in  the  bone  marrow  and  usually  results  in 
anemia,  neutropenia,  thrombocytopenia,  and,  if 
uncontrolled  by  treatment,  death  from  infection 
and/or  hemorrhage.  The  leukemic  cells  may  in- 
filtrate any  organ  in  the  body;  the  most  com- 
monly infiltrated  sites  are  lymph  nodes, 
meninges,  spleen,  liver,  kidneys,  testes  or 
ovaries,  and  bones. 


Etiological  Factors 

The  etiology  of  acute  leukemia  remains 
obscure,  but  several  factors  are  known  to  be 
indirectly  related  to  its  occurrence.  There  is  a 
significantly  increased  incidence  of  leukemia  in 
children  with  certain  congenital  disorders  as- 
sociated with  abnormal  chromosome  patterns, 
such  as  Down’s  syndrome,  Fanconi’s  anemia, 
and  Bloom’s  syndrome.  A genetic  influence  is 
also  illustrated  by  a slightly  increased  inci- 
dence (4  to  7 fold)  in  the  first  degree  relatives  of 
patients.  There  is  a high  likelihood  (10  - 20  per 
cent)  that  a uniovular  twin  of  a sibling  with 
leukemia  will  develop  leukemia  of  a similar 
morphological  type,  usually  lymphoblastic,  oc- 
curring at  a similar,  typically  young,  age.^  Con- 
genital and  acquired  inimunodeficiency  dis- 
eases also  predispose  to  leukemia,  perhaps 
through  a deficiency  in  immunosurveillance.^ 
Studies  involving  radiologists,  atomic  bomb 
survivors,  and  patients  treated  with  radiation 
for  various  disorders  have  incriminated  radia- 
tion exposure  as  a causative  agent  of  leukemia.^ 
Diagnostic  abdominal  radiology  in  a pregnant 
woman  may  increase  the  risk  of  leukemia  in  the 
offspring  by  a factor  of  40  per  cent.'*  The  possibil- 
ity that  viruses  play  a role  in  the  development  of 
acute  leukemia  is  becoming  more  tenable.  An 
enzyme  which  has  been  associated  with  RNA 
tumor  viruses  in  animals,  reverse-transriptase 
(an  RNA-directed  DNA  polymerase),  has  been 
discovered  in  some  cells  of  patients  with  acute 
leukemia.^  Also,  possible  virus  particles  have 
been  found  in  blast  cells  using  the  electron  mic- 
roscope.® However,  it  must  be  said  that  the  role 
of  viruses  in  the  etiology  of  human  acute 
leukemia  remains  conjectural. 
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TABLE  1 

Presenting  Features  of  Children  with  Acute  Leukemia 


TABLE  2 


Peripheral  Blood  Determinations  at  Presentation  of  Childhood 
ALL 


F reguencY 

Symptoms 

S i qns 

Test 

Range 

Approximate 

Conwnon 

Fatigue,  fever,  bone  and 

Pallor,  purpura. 

joint  pains,  anorexia, 

petechiae  hepato- 

Whi te  blood 

count 

10 ,000/cu . mm. 

50 

mild  wei ght  loss 

splenomegaly,  lymph 

10.000-25,000/ 

20 

adenopathy,  signs  of 

cu.mm 

i nfect i on 

25,000-50,000/ 

10 

Less  Common 

Dyspnea,  cough,  head- 

Bleeding  from  nose. 

cu.mm. 

ache,  abdominal  pain 

gums,  gas t roi n test i n- 

al  tract jextremely 

Platelet  count 

30,000 

30 

enlarged  nodes,  gum 

30-50,000 

25 

hypertrophy  (AML  or 

50,000 

'<5 

AMML)skin  nodules 
(AMOL) 

Hemoglobi n 

10  gm/100  ml . 

70 

Blast  cells 

present 

85 

Clinical  and  Laboratory  Features 

The  presenting  features  of  a child  with  acute 
leukemia  are  usually  due  to  anemia,  neut- 
ropenia, and  thrombocytopenia  (Table  1).  The 
child  is  frequently  pale,  listless,  and  febrile,  and 
may  have  petechiae  and  multiple  bruises,  or 
occasionally,  frank  bleeding,  usually  epistaxis. 
A patient  is  predisposed  to  more  serious  bleed- 
ing, especially  cerebral  bleeding,  if  he  has  a 
white  count  greater  than  100,000/cu.mm,  with 
severe  thrombocytopenia.  Significant  and  often 
fatal  episodes  of  bleeding  may  also  occur  in  pa- 
tients with  acute  promyelogenous  leukemia  or 
during  induction  therapy  for  acute  monocytic 
leukemia. 

Neutropenia  predisposes  the  child  to  localized 
or  generalized  infection.  The  absolute  granulo- 
cyte count  at  the  time  of  diagnosis  is  often  less 
than  200/cu.mm. 

Other  frequent  presenting  symptoms  include 
lethargy,  anorexia,  mild  weight  loss,  and  bone 
and  joint  pains.  Varying  degrees  of  hepa- 
osplenomegaly  occur  in  75  to  80  per  cent  of 
children  with  acute  leukemia.  Significant 
adenopathy  is  present  in  about  40  per  cent  of  the 
children  and  may  at  times  be  massive.  In  about 
10-12  per  cent  of  children  with  ALL,  mediasti- 
nal adenopathy  is  present.  This  is  usually  as- 
sociated with  so-called  "T-cell”  leukemia  which 
has  a worse  prognosis  than  the  other  more 
common  types  of  ALL.  The  mediastinal  mass 
may  cause  a cough  and  dyspnea.  Gum  hyper- 
trophy, due  to  leukemic  infiltration,  may  be  a 
presenting  feature  in  a patient  with  acute 
myelogenous  or  monomyelogenous  leukemia. 
Skin  nodules,  which  may  be  generalized,  usu- 
ally about  0.5  cm.  in  diameter  and  with  a bluish 
color,  may  be  the  first  finding  in  a child  with 


acute  monocytic  leukemia,  a manifestation 
which  tends  to  be  more  common  in  children 
under  2 years  of  age. 

Laboratory  findings  at  diagnosis  are  variable 
(Table  2).  In  about  50  per  cent  of  the  children 
the  initial  white  count  is  greater  than 
10,000/cu.mm,  and  a significant  number  of 
leukemic  cells  may  be  seen  in  the  peripheral 
blood  smear.  In  about  2/3  of  children  with  ALL 
whose  initial  white  count  is  below 
10,000/cu.mm.,  leukemic  cells  are  found  in  the 
peripheral  blood  while  1/3  of  these  children  will 
not  have  leukemic  cells  in  the  peripheral  blood. 
Many  times,  however,  these  children  with 
"aleukemic  leukemia”  will  have  a significant 
lymphocytosis,  with  80  to  90  per  cent  lympho- 
cytes in  the  peripheral  smear.  Normochromic, 
normocytic  anemia  is  present  in  about  70  per 
per  cent  of  children  with  acute  leukemia.  The 
anemia  may  be  severe,  with  a hemoglobin  of  4 - 
5 gm.  per  cent  causing  impending  or  frank  car- 
diac failure.  Thrombocytopenia  with  a platelet 
count  less  than  50,000  is  present  in  about  50  per 
cent  of  children  with  newly  diagnosed  acute 
leukemia.  Radiolucent  bands  may  appear  ac- 
ross the  metaphyses  of  long  bones  in  the  jux- 
taepiphyseal  region  and  beneath  the  cortex  of 
flat  bones  and  vertebrae.  These  bands  are  not 
due  to  leukemic  infiltration  but  represent  a sys- 
temic effect  of  the  disease,  with  disturbance  of 
endochrondral  bone  formation.  Osteolytic  le- 
sions, due  to  leukemic  proliferation  within  the 
marrow  cavity,  may  be  present.  Leukemic  in- 
filtration and  masses  may  occur  under  the 
periosteum,  causing  periosteal  elevation  and 
pain. 

Serum  uric  acid  is  elevated  in  about  50  per 
cent  of  children  with  acute  leukemia.  An  ele- 
vated serum  lactic  dehydrogenase  is  also  com- 
mon and  is  presumably  due  to  an  increased  rate 
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TABLE  3 


Suggested  Plan  of  Action  if  Diagnosis  of  Acute  Leukemia  Is  Suspected  or  Confirmed 


Acute  leukemia  Contact  nearest 

suggested  or ^major  Pediatric 

diagnosed.  Oncology  Center 


If  patient  stable,  and/or  Oncology 
Center  close,  transfer  promptly 
to  Oncology  Center. 


If  patient  unstable  and  Oncology 
Center  Is  not  close,  stabilize  _ 
patient  before  transfer. 


If  patient  severely  anemic  and  in 
impending  heart  failure,  transfuse 
very  slowly  with  packed  RBC's  (5  cc/ 
Kg.  over  k hours,  repeated  as  toler- 
ated) ; use  fresh  whole  blood  and 
platelets  if  there  is  active  bleed- 
ing; diuretics  and/or  partial  Exchan- 
ge transfusion  may  be  necessary. 

If  febrile  S granulocytes  500/cu. 
mm.  obtain  cultures  of  blood  (at 
least  2),  throat  , urine,  stool 
(specimen),  CSf(  only  if  indicated) 

& any  other  infected  area,  such  as 
impetigo  6 cellulitis  & start  broad 
spectrum  antibiotics,  (e.q.  cefalozin 
100  mg/Kg/day  in  q.  6 hr.  IV  doses 
& carbenici 1 1 i n 500  mg/Kg/day  in  q. 

U hr.  IV  doses) 

lOther  supportive  measures  recommend- 
ed by  Oncology  Center  such  as  allop- 
urinol  in  a dose  of  100/mm/M^  t.i.d 


of  cell  breakdown.  Serum  muramidase 
(lysozyme)  may  be  valuable  in  differentiating 
the  morphological  types  of  leukemia.  A very 
high  level  of  this  enzyme  is  associated  with 
acute  monocytic  and  monomyelogenous 
leukemia,  normal  to  high  levels  with 
myelogenous  leukemia  and  normal  to  low  levels 
with  lymphogenous  leukemia.® 

In  about  50  per  cent  of  children  who  have 
acute  leukemia,  a chromosomal  abnormality  in 
the  leukemic  cells  is  present  at  diagnosis.'^  After 
effective  therapy,  normal  components  return 
and  the  abnormal  clone  of  cells  is  no  longer 
evident  morphologically  or  on  chromosome 
analysis.  During  relapse,  blast  cells  with  the 
same  chromosome  abnormality  or  chromosome 
abnormality  other  than  the  original  pattern 
(clonal  evolution),  return. 

The  major  diseases  in  the  differential  diag- 
nosis of  acute  leukemia  are  infectious  mononuc- 
leosis and  aplastic  anemia.  A diagnosis  of  infec- 
tious mononucleosis  can  usually  be  made  by 
careful  assessment  of  the  atypical  lymphocytes 
in  the  peripheral  blood  smear,  the  heterophile 
antibody  test  and  acute  and  convalescent  titers 
against  Epstein-Barr  virus.  However,  in  young 
children  with  infectious  mononucleosis,  the 
heterophile  test  is  often  negative.  An  absolute 
distinction  from  leukemia  may  have  to  rest  on 
the  results  of  bone  marrow  examination.  A bone 
marrow  exam  is  also  necessary  for  absolute  dis- 
tinction between  aplastic  anemia  and 
"aleukemic  leukemia”. 


Confirmation  of  Diagnosis  and  Initial  Supportive 
Therapy 

When  the  diagnosis  of  leukemia  is  suspected 
on  the  basis  of  history  and/or  physical  examina- 
tion, a CBC  and  platelet  count  may  provide  par- 
tial or  complete  confirmation  of  the  diagnosis. 
In  this  situation,  it  is  appropriate  to  contact  the 
nearest  major  pediatric  oncology  center  and 
make  plans  for  referral  of  the  patient.  Because 
of  the  specialized  nature  of  tests  which  are  now 
performed  on  marrow  cells  (routine  and  special 
stains,  determination  of  membrane  markers, 
chromosomes)  and  the  usefulness  of  cryopreser- 
vation  of  the  cells,  it  is  best  that  the  initial 
marrow  examination  be  done  at  the  oncology 
center.  In  the  situation  where  the  peripheral 
smear  does  not  support  a diagnosis  of  leukemia 
and  evidence  otherwise  is  only  mildly  sugges- 
tive, it  may  be  most  convenient  to  have  a bone 
marrow  examination  performed  at  the  local 
medical  center. 

It  is  important  for  the  physician  to  determine 
that  the  child  is  stable  before  transferring  him  a 
significant  distance  to  an  oncology  center 
(Table  3).  Stabilization  may  involve  extremely 
stow  transfusion  of  packed  red  cells  with  close 
observation  for  signs  of  congestive  heart  failure. 
Diuretics,  partial  exchange  transfusion,  and  di- 
gitalization may  be  necessary  in  frank  or  im- 
pending congestive  heart  failure.  If  there  is  ac- 
tive bleeding  then  transfusion  with  fresh  whole 
blood  is  indicated,  and  in  face  of  throm- 
bocytopenia, platelets  should  also  be  trans- 
fused. Aspirin  is  contraindicated  at  any  time  a 
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TABLE  4 


Di fferent i ant  ion  of  ALL,  AMML,  and  AMOL  based  on  Leukemic  Cell  Morphology 
and  Staining  Characteristics 


Feature 

ALL 

AML 

AMML 

AMOL 

— 

Nuclearrcytoplasmi  c 
ratio 

H i gh 

Lower 

Lower 

Significantly  lower 
Cytoplasm  tends  to"tall  off 

Nuclei 

Occasionally  clefted; 
may  be  folded  in 
"T-cell"  leukemia 

Occas 1 onal 1 y 
i ndented 

May  be  folded  and  indented 

Nucleol i 

0- 1 , usually 
i ndi s t i net 

2+,  distinct 

2+,  distinct 

1 + , di s t i net 

Chromatin 

C ] umped 

Fine,  lace-like 

Fine,  lace-like 

Fi  ne 

Cel  1 popul at i on 

Homogenous 

More  heterogenous 

More  heterogenous 

Slightly  heterogenous 

Auer  rods 

None 

Usual ly  present 

May  be  present 

Absent 

Granules 

None 

Usual ly  present 

Usual ly  present 

May  be  present 

Stai ns 

PAS 

Coarse  granules  or 
block  positivity; 
may  be  negative 

Di ffuse  posi ti vi ty 
in  cytoplasm 

Vari ab le  - di  ffuse 
granular 

Granular 

Peroxi dase 

Negat i ve 

Positive  in  of 

cells  or  more 

Var i ab le 

Negati ve 

Sudan  black 

Negat i ve 

Pos i t i ve  in  5%  of 
cells  or  more 

Pos i ti ve 

Negat i ve 

Alpha  naphthol 
acetate  esterase 

Negat i ve 

Negat i ve 

Pos i t i ve  or 
negati ve 

Positive  & inhibited  by 
sodium  flouride 

Chloracetate 
es  te  rase 

Negat i ve 

Pos i t i ve 

Pos i t i ve  or 
negati ve 

Negat i ve 

patient  is  thrombocytopenic  because  of  its  clini- 
cally significant  interference  with  platelet 
function.  If  the  patient  is  febrile  and  signifi- 
cantly neutropenic  (500  granulocytes/cu.mm.) 
then  appropriate  cultures  should  be  obtained, 
including  2 separate  blood  cultures,  urine, 
throat,  and  stool  cultures,  and  if  indicated,  cul- 
tures of  CSF,  pleural  fluid  and  any  area  of  cel- 
lulitis. The  patient  should  then  be  promptly 
started  on  broad  spectrum  intravenous  antibio- 
tics. A combination  we  have  found  to  be  effec- 
tive in  neutropenic  patients  is  cefazolin  (100 
mg/kg/day  in  four  divided  intravenous  doses) 
and  carbenicillin  (500  mg/kg/day  in  six  divided 
intravenous  doses).  Baseline  electrolytes,  BUN, 
creatinine,  SGOT,  bilirubin  and  uric  acid 
should  also  be  obtained.  The  electrolytes  should 
be  followed  closely  because  of  the  large  sodium 
load  and  potassium-losing  effect  of  carbenicil- 
lin. If  a large  tumor  burden  is  present  (white 
count  greater  than  20,000/cu.mm.,  significant 
adenopathy,  hepatosplenomegaly,  nephrome- 
galy,  and/or  mediastianl  enlargement)  al- 
lopurinol  should  be  started,  in  a dose  of  100 
mg/M^  orally  t.i.d. 

Referral  of  the  child  with  acute  leukemia  to  a 
major  oncology  center  is  necessary  for 
specialized  diagnostic  technics  and  initiation  of 
the  most  up-to-date  therapy  program.  However, 
once  treatment  is  well  underway  and  the  child 
is  stable,  the  therapy  can  be  continued  by  the 
referring  physician  in  collaboration  with  the 


oncology  medical  staff.  After  the  first  few 
months  of  treatment  the  child  should  have  to 
return  to  the  oncology  center  only  every  three 
months  for  re-evaluation. 

Bone  Marrow  Evaluation 

If  an  adequate  aspirate  is  obtained  at  diag- 
nosis, a Wright  stain  of  the  smear  usually  shows 
markedly  abnormal  morphology  with  a major- 
ity of  the  marrow  cells  (90  to  100  per  cent)  con- 
sisting of  blasts,  and  decreased  to  absent  ery- 
throid  precurosors,  mature  white  cells  and 
megakaryocytes . 

At  the  time  of  diagnosis,  in  about  half  of  the 
patients,  the  bone  marrow  is  so  packed  with, 
leukemic  cells  that  it  is  impossible  to  obtain  an 
adequate  aspirate.  In  this  situation  we  are 
forced  to  do  a bone  marrow  biopsy  and  make  a 
"touch  prep”,  of  the  biopsy  specimen  for  mor- 
phological diagnosis.  Using  the  Jamshidi  nee- 
dle, such  a biopsy  can  be  performed  relatively 
atraumatically  under  adequate  local  anes- 
thesia. Occassionally  a marrow  biopsy  will  also 
be  necessary  in  a pre-leukemic  state  in  which 
the  marrow  may  be  hypocellular. 

The  first  step  in  classification  is  to  separate 
lymphogenous  from  non-lymphogenous  forms 
of  acute  leukemia.  The  classification  is  based  on 
morphological  characteristics  seen  on  the  stan- 
dard Wright  stain  as  well  as  results  of  special 
stains  such  as  PAS,  Sudan  black,  peroxidase. 
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TABLE  5 


Drugs 

Vincristine 


Decadron 


Methot  rexate 


Ad  r i amyci n 
Daunomyci n 


L-asparagi nase 


Me  rcaptour i ne 
Th I oguan i ne 


Cy tos i ne 

arab i nos i de  (Ara-C) 

VP-16-213 


Agents  Commonly  Employed  in  Treatment 
of  Acute  Leukemia  in  Childhood 


C I ass i f i cat  ion 
Per i wi nkl e alkaloid 

G 1 ucoc  o rt  i CO i d 


Folate  antagonist 


Anthracycl i ne  antibiotic 


Bacterial ly  produced  enzyme 
(E-col i or  E rwi na) 


Purine  analogue 


Py ri madi ne  analogue 


Podophy 1 1 i n der i vat i ve 


Toxic! ty  Comments 

Neurotoxicity,  constipation,  alopecia.  Avoid  extravasation 
tingling  of  fingers  6 toes,  jaw  pain 

"Burning*'  sensation  of  esophagus  and/  Low  salt  diet;  latter  3 
or  stomach,  salt  retention,  Cushingoid  toxicities  uncommon  with 
appearance,  Immunol i g i cal  suppression  short  courses 


Myelopsup ress i on , mouth  ulcers,  hepatic  Leukoencephalopathy  has 
toxicity  been  associated  with 

chronic  IV  bolus  adminis- 
tration following  2,k00 
Rads  cranial  irradiation 


Myelos oppression:  cardiac  dysfunction,  Avoid  extravasation;  Card- 
stomatitis,  esophagitis  iac  toxicityis  related  to 

total  cumulative  dose  which 
should  not  exceedv^SO  mg 
lYC  for  |driamycin  and/%/ 

550  mg/M  for  daunomyci n; 
alkylating  agents  & XRT  to 
the  heart  potentiate  cardio- 
toxici ty . 


Hypersens i 1 1 vi ty  ( ra rel y anaphy 1 axi s)  , 
diabetes,  pancreatitis,  hepatic  dys- 
funct i on 


Myelosuppress ion , hepatic  dysfunction 


Mye losupp  ress i on , vomi t i ng .fever 


Mild  myeiosuppression;  occasional 
manifestations  of  hypersensitivity; 
hypotension  if  administered  too 
rapidly . 


Incidence  of  hypersensitivity 
reactions  seems  to  be  less 
when  drug  administered  IM 
rather  than  IV;  concurrent 
administration  of  steroids 
may  potentiate  diabetes  and 
pancreat i t i s 

Mercaptour i ne-u I lopur inol 
interaction  necessitates 
decrease  In  mercaptourine 
dose  (by  about  1/3)  when 
the  drugs  are  used  concur 
rent  1 y . 

Greatest  ant i - 1 eukemi c 
effect  when  used  as  cont- 
inuous IV  in^sion. 

Should  be  diluted  to  at 
least  1 mg/cc  in  normal 
saline  and  infused  over  1-2 
hours . 


and  esterase  stains.  The  differentiating  factors 
are  listed  in  Table  IV.  The  presence  of  Auer  rods 
in  the  cytoplasm  of  cells  is  virtually  diagnostic 
of  acute  non-lymphogenous  leukemia,  most 
commonly  acute  myelogenous  leukemia.  Auer 
rods  are  collections  of  abnormal  granules  as- 
suming a splinter-like  configuration.  Using  a 
combination  of  standard  and  special  stains, 
classification  of  leukemia  is  possible  in  greater 
than  90  per  cent  of  the  patients.  Cells  from  the 
remaining  patients  are  morphologically  undif- 
ferentiated and  show  negative  special  stain 
reactions.  These  patients  are  classified  as  hav- 
ing acute  undifferentiated  leukemia.  Electron 
microscopy  is  becoming  a more  valuable  tool  in 
critically  differentiating  the  forms  of  acute 
leukemia. 

Institution  of  Therapy 

Once  the  diagnosis  and  classification  of  acute 
leukemia  is  established,  treatment  should  be 
started  as  promptly  as  is  feasible  and  safe.  Pre- 
treatment intravenous  hydration  and  alkalini- 
zation  along  with  oral  allopurinol  is  often 
necessary,  especially  for  the  child  with  a pre- 


treatment uric  acid  of  greater  than  6 mg  per 
cent  and/or  a large  leukemic  burden,  as  evi- 
denced by  a high  white  blood  cell  count  and 
organomegaly.  When  the  tumor  burden  is  mas- 
sive, in  addition  to  the  above  supportive  mea- 
sures, we  will  often  initiate  chemotherapy  very 
cautiously  over  a period  of  a few  days.  Hemo- 
gram, uric  acid,  electrolytes,  and  intake  and 
output  are  monitored  at  least  daily  until  stable. 
If  the  patient  is  markedly  neutropenic  and  in- 
fection is  suspected,  he  immediately  is  placed  on 
broad  spectrum  intravenous  antibiotics  after 
appropriate  cultures  have  been  obtained.  We 
make  an  effort  to  limit  visitors  to  healthy  mem- 
bers of  the  immediate  family,  and  infection  pre- 
cautions are  observed  by  all  people  coming  in 
contact  with  the  child. 

The  emotional  support  of  the  patient  with 
leukemia  and  his  family  is  tantamount  in  im- 
portance to  the  medical  support.  We  endeavor  to 
explain  what  leukemia  means  as  fully  as  possi- 
ble to  the  family  as  well  as  the  patient,  in  terms 
they  can  understand.  We  like  to  use  the  word 
"leukemia”  freely  and  feel  the  child  should  be 
told  from  the  outset  that  he  has  this  disease, 
what  it  means,  and  the  fact  that  it  is  a very 
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serious  illness  and  requires  much  therapy.  As 
the  various  drugs  are  initiated  the  patient  and 
family  are  told  what  side  effects  to  expect.  An 
oncology  ward  where  the  nurses  are  trained  in 
the  psychological  aspects  of  children  with 
malignancies,  as  well  as  the  specialized  therapy 
and  its  side  effects  can  be  a real  advantage.  The 
children  quickly  become  at  ease  in  familiar  sur- 
roundings and  do  not  seem  to  dread  re-hos- 
pitalization as  long  as  they  can  come  back  to  a 
familiar  environment  and  staff.  During  the  ini- 
tial hospitalization  one  nurse  from  the  ward, 
one  nurse  from  the  out-patient  unit,  a staff 
physician  and  fellow  or  resident,  as  well  as  a 
social  worker,  become  involved  with  the  pa- 
tient. This  medical  team  then  follows  the  pa- 
tient for  the  remainder  of  his  in  and  out-patient 
hospital  visits.  The  patient  and  family  derive  a 
feeling  of  security  from  this  continuity  of  care. 

Progress  in  the  Therapy  of  Childhood  Leukemia 

Dramatic  progress  has  been  made  in  the  past 
two  decades  in  the  treatment  of  childhood  acute 
leukemia.  There  are  several  important  reasons 
for  this  progress.  New  chemotherapeutic  agents 
which  have  activity  in  acute  leukemia  are  con- 
tinually being  added  to  the  therapeutic  ar- 
mamentarium. We  are  becoming  increasingly 
aware  of  the  best  dose  schedule  for  each  agent  in 
order  to  obtain  maximum  benefit  and  least  tox- 
icity. The  use  of  several  chemotherapeutic 
agents  in  combination  rather  than  singly  has 
been  a big  step  forward.  Knowledge  of  how  to 
optimally  combine  these  agents  is  increasing 
and  we  now  commonly  use  four,  sometimes  even 
six  agents  simultaneously.  The  use  of  aggres- 
sive therapy  "up  front”,  at  the  time  of  initial 
treatment,  when  the  patient  can  best  tolerate  it, 
is  now  an  important  principle  of  medical  onco- 
logy. It  is  increasingly  apparent  that  the  best 
long-term  results  are  achieved  when  this  prin- 
ciple is  employed. 

Another  major  advance  in  the  treatment  of 
acute  leukemia  of  childhood  is  the  routine  use  of 
early  treatment  of  minimal  central  nervous  sys- 
tem (CNS)  leukemia.  We  now  know  that  about 
60  per  cent  of  children  with  acute  lymphogen- 
ous leukemiu  have  leukemic  cells  sequestered 
in  the  meninges  at  the  time  of  presentation. 
Unfortunately,  this  ares  is  a "pharmacologic 
sanctuary”  and  drugs  given  systemically  can- 
not reach  it  in  adequate  concentration  to  effec- 
tively eradicate  leukemic  cells.  Therefore,  if 


specific  therapy  is  not  given  to  the  central  nerv- 
ous system,  leukemia  manifests  itself  clinically 
with  symptoms  such  as  headache,  vomiting, 
and  cranial  nerve  palsies.  Once  the  CNS 
leukemia  has  progressed  to  this  point  it  is  im- 
possible to  eradicate  it  permanently.  However, 
by  giving  therapy  specifically  to  the  CNS 
shortly  after  the  child  goes  into  his  initial  re- 
mission, we  can  now  eradicate  CNS  leukemia  in 
about  90  per  cent  of  children  with  ALL.  As  pa- 
tients with  ANLL  are  living  longer,  it  is  becom- 
ing apparent  that  a significant  number  of  these 
children  also  develop  frank  CNS  leukemia. 
CNS  "prophylaxis”  conventionally  consists  of 
2,400  Rads  cranial  irradiation  and  3 to  5 injec- 
tions of  methotrexate  (or  cytosine  arabinoside 
for  ANLL)  intrathecally  over  a period  of  2^2 
weeks.  We  modify  this  plan  slightly  depending 
on  the  patient’s  age  and  whether  leukemic  cells 
are  detected  in  the  spinal  fluid  by  cytocen- 
trifuge  exam  at  diagnosis.  This  latter  technic  of 
concentrating  the  cells  in  the  spinal  fluid  en- 
ables the  detection  of  minimal  shedding  of 
leukemic  cells  into  the  spinal  fluid.  It  is  per- 
formed on  each  spinal  fluid  specimen  obtained 
during  the  followup  of  a child  with  leukemia. 

Other  factors  which  have  lead  to  the  im- 
proved prognosis  for  children  with  acute 
leukemia  include  the  availability  of  better  sup- 
portive care  technics  in  the  form  of  procurement 
and  storage  of  platelets  and  now  the  possibility 
of  obtaining  granulocytes  from  normal  donors 
in  sufficient  quantities  to  help  the  infected  se- 
verely neutropenic  patient.  A better  under- 
standing of  infection  risks  and  the  availability 
of  new  antibiotics  which  are  very  effective 
against  pathogens  common  to  patients  with 
leukemia,  such  as  Pseudomonas,  Klebsiella, 
Escherichia  coli,  and  Staphylococcous  aureus, 
are  also  important. 

Most  important  perhaps  is  the  fact  that  the 
practicing  physician  diagnoses  or  suspects 
leukemia  earlier  and  refers  the  patient  to  a 
pediatric  oncology  center  for  evaluation  and  in- 
stitution of  therapy.  Children  with  leukemia 
are  being  placed  on  group  and  institution  pro- 
tocols which  incorporate  the  latest  therapy  and 
are  designed  to  answer  questions  which  may 
improve  therapy  for  future  patients. 

Protocols  for  Therapy  of  Acute  Leukemia 

The  general  format  of  modem  chemothera- 
peutic regimens  for  acute  leukemia  of  childhood 
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includes  four  phases.  The  initial  phase  is  "In- 
duction” and  usually  last  three  to  four  weeks  in 
ALL  and  from  three  to  twelve  weeks  in  ANLL. 
The  various  drugs  employed  for  treatment  of 
acute  leukemia  as  well  as  some  of  the  more 
common  side  effects,  are  listed  in  Table  V.  The 
drugs  commonly  used  for  induction  in  ALL  are 
vincristine  and  a steroid,  either  decadron  or 
prednisone.  The  drugs  used  in  ANLL  at  our 
Center  include  vincristine,  VP  16-213,  ^tosine 
arabinoside,  daunomycin,  6-thioguanine,  and 
occassionally  a steroid.  The  intent  of  the  induc- 
tion phase  is  to  achieve  "remission”,  in  which 
clinical  signs  and  symptoms  of  leukemia  disap- 
pear and  the  bone  marrow  looks  normal  mor- 
phologically. About  95  per  cent  of  children  with 
ALL  will  remit  in  three  to  four  weeks.  With  the 
aggressive  regimens  now  employed,  about  70 
per  cent  of  children  with  ANLL  will  remit  in 
three  to  twelve  weeks.  There  are  a significant 
number  of  leukemic  cells  remaining  even  after 
remission  is  achieved,  however.  There  are  about 
10^2  leukemic  cells  present  at  the  time 
leukemia  is  initially  diagnosed.  At  the  onset  of 
the  first  remission  there  may  be  as  many  as  10^^ 
leukemic  cells  remaining. 

The  purpose  of  the  next  phase,  "Intensifica- 
tion”, is  to  cause  further  destruction  of 
leukemia  cells  at  a time  when  these  cells  are  not 
packed  together  so  closely  and  are  probably 
more  actively  dividing.  Most  chemotherapeutic 
agents  attack  cells  which  are  actively  dividing 
rather  than  in  a "resting  state”  as  many 
leukemic  cells  are  at  the  time  of  initial  diag- 
nosis. The  intensification  phase  lasts  from  two 
to  three  weeks.  We  use  adriamycin  and  as- 
paraginase during  this  phase  for  ALL.  In  ANLL 
the  same  drugs  used  for  induction  are  given 
during  the  intensification  as  well  as  the  con- 
tinuation phases. 

The  next  part  of  the  therapy  is  "CNS 
prophylaxis”.  The  reasons  for  and  therapeutic 
implications  of  this  phase  have  been  discussed 
previously.  Cranial  irradiation  along  with  in- 
trathecal chemotherapy  (methotrexate  for  ALL 
and  cytosine  arabinoside  for  ANLL)  are 
employed. 

The  final  and  longest  of  the  phases  is  "Con- 
tinuation” therapy.  The  total  duration  of 
chemotherapy  for  childhood  acute  leukemia  is 
2y2  to  3 years  in  most  modem  protocols.  The 
purpose  of  the  continuation  therapy  is  either  to 


eradicate  the  leukemia  cells  completely  or  to 
reduce  them  to  a small  enough  number  so  that 
immune  or  other  unknown  mechanisms  can 
prevent  them  from  proliferating. 

We  are  now  predicting  that  30  to  40  per  cent  of 
children  with  ALL  will  be  long-term  surivivors 
and  hopefully  "cured”  of  the  leukemia.  The 
prognosis  is  even  better  for  children  in  a favora- 
ble risk  category  at  the  time  of  diagnosis,  that  is 
age  3 to  7,  initial  white  count  of  less  than 
10,000,  no  mediastinal  widening  and  no 
leukemic  cells  in  a cytocentrifuge  sample  of  spi- 
nal fluid.  For  this  group  we  would  predict  60  to 
70  per  cent  long-term  survivors  using  modern 
therapeutic  regimens.  If  a child  stays  in  a first 
continuous  complete  remission  for  the  entire 
duration  of  therapy,  then  drugs  are  stopped  and 
the  child  is  followed  closely  for  the  next  three 
years  and  yearly  thereafter.  At  the  time  the 
chemotherapy  is  terminated  there  is  an  80  per 
cent  chance  that  the  leukemia  will  not  recur. 
About  80  per  cent  of  recurrences  become  evident 
in  the  first  year  off  chemotherapy,  the  majority 
of  the  remainder  in  the  second  year  off,  and  a 
few  in  the  third  year  off  drugs.  We  are  hoping 
that  the  children  who  are  long-term  surviviors 
will  have  minimal  side-effects  from  the 
chemotherapy.  Of  concern  is  the  possibility  of  a 
second  malignancy,  cardiac  dysfunction,  and 
sterility.  So  far  the  followup  experience  has 
been  a positive  one.  There  are  about  250  pa- 
tients off  chemotherapy  at  St.  Jude  Children’s 
Research  Hospital  (SJCRH),  and  145  of  these 
patients  have  been  off  chemotherapy  for  2 to  12 
years.  No  significant  long-term  sequellae  have 
been  noted  from  the  chemotherapy.  There  is 
now  early  evidence  from  SJCRH  that  about 
one-half  of  the  children  who  receive  the  cranial 
irradiation  under  8 years  of  age  have  varying 
degrees  of  a "distractibility  memory  deficit  syn- 
drome”, particularly  noticeable  with  regard  to 
mathematics.®  However,  with  early  recognition 
of  the  problem,  special  education  to  work 
around  the  deficit  can  be  accomplished,  enabl- 
ing the  child  in  most  cases  to  lead  a normal  life. 

The  treatment  of  ANLL  of  childhood  is  much 
more  difficult.  The  available  chemotherapeutic 
agents  are  not  as  specific  for  these  leukemic 
cells  as  agents  which  we  use  for  ALL.  Therefore 
the  treatment  of  ANLL  is  necessarily  more  toxic 
to  normal  ceils.  Nevertheless,  progress  is  being 
made  in  this  form  of  childhood  leukemia  as  well. 
Five  years  ago,  only  40  per  cent  of  children  with 
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ANLL  remitted  and  the  median  duration  of  re- 
mission was  about  six  months.  Now  with  ag- 
gressive therapeutic  regimens  the  remission 
induction  rate  is  about  70  per  cent.  It  is  too  early 
to  tell  what  the  median  remission  duration  will 
be  but  it  is  definitely  greater  than  one  year.  We 
are  hoping  that  some  of  the  patients  with  ANLL 
in  this  most  recent  era  will  be  long-term  sur- 
vivors. 

Future  Investigations 

An  important  area  of  future  investigation  has 
to  do  with  the  immunological  aspects  of  acute 
leukemia.  We  are  actively  engaged  in  this  re- 
search at  our  Center.  There  is  significant  indi- 
rect and  direct  evidence  which  relates  the  im- 
mune system  to  cancer.  Certain  weaknesses  of 
the  immune  system  predispose  to  cancer,  and  an 
intact  active  immune  system  enables  a better 
prognosis  once  cancer  has  developed.  Therefore 
various  investigators  have  looked  into  methods 
of  immune  stimulation.  The  most  widely  used 
immunostimulant  both  in  animal  systems  and 
humans  has  been  Bacillus  Calmette-Guerin 
(BCG).  Since  the  immune  system  can  function 
best  when  the  tumor  burden  is  minimal,  im- 
munostimulation  now  is  commonly  being 
employed  along  with  cytoreductive  chemo- 
therapy in  so-called  "chemoimmunotherapy” 
protocols.  There  is  reproducible  evidence  that 
the  addition  of  BCG  to  intermittent  chemo- 
therapy in  adults  will  ANLL  enables  a 
prolongation  of  first  remission  duration  and  of 
life  span.^®  An  early  report  in  1969  by  Mathe 


from  France  showed  that  BCG  appeared  to  be 
helpful  in  childhood  ALL.“  Results  of  studies 
done  since  that  time  in  other  centers  have  failed 
to  confirm  that  initial  impression.  However,  if 
one  looks  critically  at  these  studies,  problems 
can  be  found  with  the  type  of  BCG  employed, 
dose  of  BCG,  and/or  chemotherapy  used.  There- 
fore we  have  embarked  upon  a controlled  study 
for  children  with  ALL,  patterned  after  the 
chemo  immunotherapy  protocols  used  in  adults 
with  ANLL.  One  half  of  the  children  are  receiv- 
ing intermittent  chemotherapy  in  a form  that 
already  has  established  efficacy^*,  and  the  other 
half  are  receiving  the  identical  chemotherapy 
plus  BCG  interposed  between  courses  of 
chemotherapy  for  the  initial  eight  months  of 
treatment.  We  are  performing  several  concur- 
rent laboratory  investigations  including  as- 
sessment of  the  ability  of  remission  lympho- 
cytes to  kill  autologous  leukemic  cells,  mono- 
cyte-macrophage chemotaxis,  numbers  of  T & B 
cells,  circulating  antigen-antibody  complexes, 
and  determination  of  antibodies  to  BCG  and 
leukemia  antigens.  Because  of  the  results  re- 
ported in  adults  with  ANLL,  all  children  with 
this  t3T)e  of  leukemia  are  receiving  chemo  im- 
munotherapy at  our  Center. 

It  is  difficult  to  say  at  this  time  whether  the 
addition  of  BCG  to  chemotherapy  will  prove 
worthwhile  for  children  with  acute  leukemia. 
However,  even  though  significant  progress  has 
been  made  in  treating  this  disease,  we  are  not 
yet  doing  well  enough  and  must  continue  to 
study  critically  our  present  efforts  and  to  look 
ways  of  improving  the  therapy  for  the  future.  • 
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Hodgkin’s  disease  in  children 


Richard  L.  Heideman,  MD,  Taru  Hays,  MD,  and  Edward  Gilbert,  MD,  Denver,  Colorado* 


Hodgkin's  disease  differs  considerably  from  the 
other  childhood  lymphomas  both  with  respect  to 
clinical  manifestations  as  well  as  prognosis.  The  dis- 
ease is  responsive  to  both  radiotherapy  and 
chemotherapy.  Current  therapeutic  trials  are  de- 
signed to  determine  the  most  effective  ways  to  inte- 
grate these  modalities  to  produce  the  greatest  number 
of  cures  while  decreasing  the  long-term  complica- 
tions. One  such  approach  is  the  use  of  chemotherapy 
in  all  stages  of  disease  with  radiation  being  used  in 
decreased  doses  and  to  decreased fields.  Patients  with 
Hodgkin's  disease  now  enjoy  excellent  long-term 
survivals,  and  many  patients  are  being  cured  of  their 
disease.  The  diagnosis,  pathology,  evaluation,  and 
treatment  of  Hodgkin's  disease  in  the  pediatric  and 
adolescent  patient  are  discussed. 


Since  1832,  when  Thomas  Hodgkin  first  de- 
scribed the  disease  which  now  bears  his  name, 
debates  and  investigations  surrounding  its 
etiology,  behavior,  and  treatment  have  been 
almost  continuous.  Careful  and  methodic  study 


of  this  disease  over  the  last  25  years  has  enabled 
therapists  to  design  rational  and  effective 
modes  of  therapy,  and  what  was  once  an  inexor- 
ably fatal  entity  is  now  considered  one  of  the 
most  treatable  and  responsive  of  neoplastic  dis- 
eases. 

Epidemiology 

The  incidence  of  Hodgkin’s  disease  (H.D.)  is 
probably  no  more  than  1 per  100,000  in  the 
pediatric  population.  However,  even  at  this  low 
rate,  the  lymphomas  (both  Hodgkin’s  and 
non-Hodgkin’s  lymphomas)  are  exceeded  only 
by  leukemia  and  accidental  deaths  as  causes  of 
childhood  mortality.^ 

Hodgkin’s  disease  is  very  uncommon  before 
the  age  of  5 years.  Its  incidence  then  rises 
throughout  later  childhood  and  adolescence. 
The  male  to  female  ratio  prior  to  adolescence  is 
3.5:1,  after  this  time  the  ratio  decreases  some 
and  becomes  2:1.^ 

The  apparent  excess  of  Hodgkin’s  disease  oc- 
curring in  siblings  and  in  close  relatives  and  the 
occasional  clustering  of  cases  in  small  geo- 
graphic areas  has  lead  some  authors  to  post- 
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TABLE  1. 

ANN  ARBOR  STAGING  SCHEMA  FOR  HODGKIN'S  LYMPHOMA 

Stage  I .....  Involvement  of  a single  lymph  node  region  (1)  or  of 
a single  extralymphatic  organ  or  site  (^E). 

Stage  II  ....  Involvement  of  two  or  more  lymph  node  regions  on  the 

sa-me  side  of  the  diaphragm  (11)  or  localized  involvement 
of  extralymphatic  organ  or  site  and  of  one  or  more  lymph 
node  regions  on  the  same  side  of  the  diaphragm  (11  ) . 

An  optional  recommendation  is  that  the  numbers  of  node 
regions  involved  be  indicated  by  a subscript  (e.g.  ll^)  • 

Stage  III  . . . Involvement  of  lymph  node  regions  on  both  sides  of  the 

diaphragm  (111),  which  may  also  be  accompanied  by  localized 
involvement  of  extralymphatic  organ  or  site  (111  ) or  by 
involvement  of  the  spleen  (111^),  or  both 

Stage  IV  ....  Diffuse  or  disseminated  involvement  of  one  or  more 
extralymphatic  organs  or  tissues  with  or  without 
associated  lymph  node  enlargement.  The  reason  for 
classifying  the  patient  as  stage  IV  should  be  identified 
further  by  defining  site  by  symbols.  That  is  H (liver) 

M (marrow),  etc. 


ulate  interpersonal  transmission  or  common 
source  exposure  as  a part  of  the  epidemiology  of 
this  disease.*’’  *’  However,  the  validity  of  these 
hypotheses  is  not  established  and  the  discovery 
of  a transmissable  agent  is  yet  to  be  accom- 
plished. 

Histopathology 

Hodgkin’s  disease  is  separated  into  four  sub- 
types  under  the  Rye  histopathologic  classifica- 
tion scheme.®  The  lymphocyte  predominant, 
nodular  sclerosing,  mixed  cellularity,  and  lym- 
phocyte depleted  patterns  differ  from  each  other 
mainly  in  degree  and  type  of  cellularity, 
amount  of  collagen  present,  and  ease  of  Reed- 
Stemberg  cell  identification. 

The  nodular  sclerosing  and  mixed  cellularity 
varieties  account  for  the  majority  of  pediatric 
disease  and  in  early  childhood  the  two  are  seen 
math  almost  equal  frequency.  With  the  onset  of 
adolescence,  the  nmiular  sclerosing  variety  be- 
comes more  common,  due  in  part  to  a curious 
increase  in  the  number  of  females  with  primary 
mediastinal  disease  of  this  type. 

In  the  past,  each  subtype  carried  a different 
prognostic  implication,  with  the  lymphocyte 
predominant  variety  having  the  best  and 
others,  as  listed  above,  having  an  increasingly 
poorer  prognosis.  At  present  however,  with  im- 
proved therapy,  the  prognostic  differences  be- 
tween the  first  three  of  these  categories  is  less 
evident  especially  in  stage  I and  II  patients 
where  all  have  a relatively  favorable  outlook 
when  like  stages  of  disease  are  compared.  The 
lymphocyte  depleted  subgroup,  however,  con- 
tinues to  cariy  a relatively  poorer  prognosis.'^’  ® 


Climkal  Manifestations 

Primary  lymphatic  presentations  above  the 
diaphragm  are  the  most  common  clinical  pat- 
tern observed  in  Hodgkin’s  disease.  The  pre- 
sence of  painless  swelling  involving  one  or  more 
nodes  in  the  cervical/supraclavicular  regions 
accounts  for  between  60  per  cent  and  90  per  cent 
of  all  presentations.^  Extension  of  disease  to 
other  contiguous  lymph  node  regions,  particu- 
larly the  mediastinum  and  contralateral  neck, 
may  be  present  in  up  to  50  per  cent  of  these 
patients.^®  Presentation  in  the  subdiaphragma- 
tic,  inguinal,  and  femoral  areas  are  much  less 
common,  but  by  no  means  rare. 

Significant  hematologic  abnormalities  are 
unusual  unless  there  is  advanced  disease  or 
bone  marrow  infiltration.  Anemia,  throm- 
bocytopenia, and  granulocytopenia  are  the 
usual  manifestations  in  such  cases. 

In  contrast  to  the  NHL,  splenomegaly  is  un- 
common, and  is  not  a reliable  indicator  of 
splenic  involvement.  Even  when  the  spleen  is 
clinically  enlarged,  the  percentage  of  histologi- 
cally proven  involvement  is  only  50  per  cent. 
Conversely,  40  per  cent  of  clinically  normal  ap- 
pearing spleens  can  be  found  to  have  disease.’® 

Liver  enlargement  is  uncommon  but  is  a very 
significant  finding.  The  presence  of  hepatomeg- 
aly strongly  suggest  hepatic  infiltration  by 
Hodgkin’s  disease,  and  often  the  presence  of 
extensive  abdominal  disease. 

Systemic,  or  "B”  symptoms  of  Hodgkin’s  dis- 
ease are  present  in  approximately  20  per  cent  of 
early  stage  patients  and  in  as  many  as  70  per 
cent  of  later  stage  patients  (Table  I defines  the 
various  stages).*  Intermittent  fevers  of  102°  or 
103°  or  higher  and  documented  weight  loss,  (10 
per  cent  or  more)  occurring  with  or  surrounding 
the  time  of  presentation,  are  the  cardinal  fea- 
tures of  "B”  disease  in  pediatric  patients.  The 
occurrence  of  night  sweats,  the  classic  picket 
fence  configuration  of  the  Pel-Ebstein  fever, 
and  pmritis  are  more  common  in  the  adult  than 
the  pediatric  population.  Anorexia,  lassitude, 
and  malaise  which  are  frequent  findings  in  pa- 
tients with  Hodgkin’s  disease,  occur  frequently 
in  many  other  neoplastic  diseases  and  are  not  to 
be  considered  as  "B”  symptoms.  Patients  who 
have  systemic  symptoms  often  appear  to  have 
somewhat  more  aggressive  and  extensive  dis- 
ease than  their  asymptomatic  ("A”)  counter- 
parts. Occult  bone  marrow  and  abdominal  dis- 
ease seem  especially  frequent  in  "B”  patients. 
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TABLE  2 


Contiguity  of  Ly 

mph  Node  Chains  via  Lymphatic  Channels 

Involved  site 

Contiguous  nodes 

Noncontiguous  nodes 

Left  axillary* 

Left  epitrochlear,  brachial,  infraclavicular, 

and  low  cervical 

Right  cervical,  supraclavicular, 

infraclavicular,  axillary,  or 

epitrochlear;  mediastinal;  para-aortic, 
iliac,  inguinal,  femoral 

Left  epitrochlear 

Left  brachial  and  axillary 

All  other  chains 

Left  supraclavicular 

Left  axillary,  infraclavicular,  and 
cervical;  right  supraclavicular  and 
cervical;  mediastinal;  upper  lumbar 
para-aortic 

Right  axillary;  left  epitrochlear; 
iliac,  inguinal,  and  femoral;  and 
Waldeyer  ring  structures 

Left  upper  cervical 

Left  supraclavicular,  lower  cervical  and 
preauricular;  Waldeyer  ring  structures 

Left  axillary,  brachial,  and  epitrochlear; 
right  supraclavicular,  lower  cervical, 
axillary,  brachial,  and  epitrochlear; 
mediastinal;  and  all  subdiaphragmatic 

chains 

Left  preauricular 

Left  upper  cervical,  postauricular,  and 
occipital;  Waldeyer  ring  structures 

All  other  sites 

Anterior  and  middle 

Left  and  right  supraclavicular,  lower  right 

Subdiaphragmatic,  upper  cervical. 

mediastinal 

cervical  and  infraclavicular;  internal 
mammary;  left  and  right  hilar  and 
intrapulmonary 

axillary,  and  epitrochlear 

Lumbar  para-aortic 

Left  and  right  iliac,  inguinal,  and 
supraclavicular,  infraclavicular,  and 
lower  cervical;  mesenteric;  posterior 
mediastinal;  splenic  hilar;  and  spleen 

Anterior  and  middle  mediastinal,  upper 
cervical,  axillary,  brachial, 
epitrochlear,  and  femoral;  and  Waldeyer 
ring  structures 

Left  iliac 

Left  inguinal  and  femoral;  lumbar  para-aortic 

Right  iliac,  inguinal,  and  femoral; 
all  supradiaphragmatic  sit» 

Left  inguinal  or  femoral 

Left  iliac;  lumbar  para-aortic 

Right  iliac,  inguinal,  and  femoral; 

ail  supradiaphragmatic  sitos 

‘The  contiguous  connections  of  the  corresponding  lymph  node  chains  on  the  right  side  are  the  mirror  images  of  those  listed  for  the  left  side; 
however,  the  upper  lumbar  para-aortic  nodes  are  not  contiguous  with  the  right  supraclavicular  nodes,  except  in  the  small  proportion  of  cases 
(7  percent)  in  which  the  thoracic  duct  empties  on  the  right  side  or  on  both  sides. 


Initial  Evaluation  and  Biopsy 

As  mentioned  earlier,  cervical  adenopathy  is 
the  most  frequent  presentation  of  Hodgkin’s 
disease  in  the  pediatric  population.  However,  a 
patient  with  cervical  adenopathy  has  a statisti- 
cally greater  chance  of  having  a benign  or  infec- 
tious process  than  he  does  of  having  Hodgkin’s 
disease  and  a careful  search  for  such  as  etiology 
should  occur  before  biopsy.  A child  with  otitis, 
dental  caries,  trichophytin,  or  tineal  scalp  infec- 
tions, or  mononucleosis  may  often  present  with 
firm  cervical  adenopathy. 

A careful  history  and  physical  examination,  a 
CBC,  and  monospot  test  are  the  first  step  to- 
wards making  the  proper  diagnosis.  If  a benign 
or  infectious  process  cannot  be  implicated,  and  a 
short  course  of  an  oral  antibiotic  (ten  days  of 
penicillin)  does  not  cause  regression,  an  exci- 
sional  biopsy  is  promptly  scheduled. 


Proper  selection  and  handling  of  the  biopsy 
specimen  are  extremely  important.  Often  sev- 
eral enlarged  nodes  may  occur  in  the  same  re- 
gion. The  surgeon  should  remove  the  largest 
node(s)  of  the  group  rather  than  the  most  easily 
obtainable.  Selection  of  the  smaller  more  acces- 
sible nodes  freqeuently  leads  to  misdiagnosis, 
as  these  often  show  only  reactive  or  sympathetic 
hypertrophy  and  no  evidence  of  Hodgkin’s  dis- 
ease. Needle  biopsy  and  frozen  sections  are  in- 
adequate for  diagnosis,  as  they  cause  consider- 
able distortion  of  the  nodal  architecture  which 
is  so  important  for  histologic  diagnosis. 

Histologic  interpretation  by  a pathologist  ex- 
perienced in  pediatric  disease  is  as  important  as 
node  selection.  Some  of  the  histologic  subtypes 
of  Hodgkin’s  disease  may  closely  mimic  in- 
flammatory reactions  or  other  benign  processes, 
and  only  careful  scrutiny  by  an  experienced  in- 
dividual will  reveal  the  true  diagnosis. 


16A 


Rocky  Mountain  Medical  Journal 


STAGING  PROCEDURES 

After  a biopsy  confirmation  of  Hodgkin’s  dis- 
ease has  been  obtained,  patients  begin  an  or- 
derly evaluation  to  determine  the  extent  and 
stage  of  their  disease.  Once  a patient’s  stage  is 
known,  assessment  of  prognosis  and  assign- 
ment of  appropriate  therapy  can  occur. 

Clinical  Staging 

A careful  and  complete  physical  examination 
is  essential  with  particular  attention  being  paid 
to  the  presence  of  lymph  node  enlargement  in 
areas  adjacent  to  or  contiguous  with  the  site  of 
initial  disease.  Spread  to  contiguous  lymph 
node  regions  is  the  rule  for  Hodgkin’s  disease, 
however,  noncontiguous  and  distant  dissemina- 
tion is  not  rare.  The  finding  of  four  or  more 
separate  areas  of  disease  should  lead  to  the  sus- 
picion that  extensive  and  widespread  disease  is 
present,  even  if  further  disease  is  not  clinically 
evident.  Figure  1 and  Table  II  show  both  the 
contiguous  and  noncontiguous  areas  of  spread 
from  hypothetical  primary  sites,  and  should  aid 
the  physician  in  his  evaluation. 

While  hepatic  involvement  at  presentation  is 
rare  in  pediatric  patients  with  less  than  clinical 
stage  III  B disease,  evidence  of  enlargement  or 
functional  abnormalities  must  be  sought.  Al- 
though elevations  of  serum  alkaline  phos- 
phatase and  abnormal  BSP  examination  are 
probably  the  most  useful  indicators  of  hepatic 
involvement,  they  may  be  difficult  to  evaluate. 
BSP  retention  may  not  be  elevated  until  rather 
extensive  hepatic  involvement  is  already  pre- 
sent, and  alkaline  phosphatase,  which  is 
routinely  elevated  in  pediatric  patients,  is  dif- 
ficult to  interpret  unless  enzyme  fractionations 
are  done.  Thus,  isolated  chemical  abnormalities 
alone  cannot  be  taken  as  evidence  of  hepatic 
involvement.  The  use  of  radioisoptopic  liver/ 
spleen  scans  are  likewise  of  limited  value  in 
childhood  Hodgkin’s  disease. 

Radiographic  E valuation 

Gallium  citrate  isotope  scanning  is  a valuable 
procedure  in  the  clinical  staging  process,  and 
should  be  included  in  the  workup  of  all  patients. 
Recent  literature  suggests  that  the  true-posi- 
tive rate  of  this  procedure  is  around  75  per  cent 
overall  for  detecting  disease.  While  the  accu- 
racy of  this  procedure  may  approach  90  per  cent 


in  the  detection  of  supradiaphragmatic  disease, 
it  is  not  reliable  for  detecting  abdominal  or 
splenic  disease  because  of  Gallium  excretion 
through  the  bowel  which  may  compromise  in- 
terpretation of  the  study. 

Bipedal  lymphangiography  is  a valuable  pro- 
cedure when  interpreted  by  an  experienced  in- 
dividual, and  may  be  more  reliable  than  Gal- 
lium for  evaluating  the  possibility  of  abdominal 
disease.  By  the  demonstration  of  abnormal 
nodes  with  this  technic,  the  surgeon  may  be 
guided  in  his  choice  of  biopsy  at  laparotomy. 
Additionally,  the  persistence  of  dye  in  remain- 
ing nodes  may  provide  a useful  method  of  fol- 
lowing a patient  after  therapy.  (The  lymphan- 
giogram  does  not  demonstrate  disease  which 
may  be  present  in  the  superior  peri-aortic, 
periportal,  splenic  hilar  nodes  or  those  which  lie 
along  the  top  of  the  pancreas,  and  these  nodes 
should  be  routinely  sampled  in  the  staging 
celiotomy. 

Front  and  lateral  oblique  chest  x-rays  should 
be  done  on  all  patients  to  detect  any  mediasti- 
nal, hilar  or  pulmonary  parenchymal  lesions. 
Full  lung  tomography,  however,  is  probably  not 
helpful  except  in  those  patients  who  have  an 
abnormal  or  equivocal  chest  x-ray. 

The  skeletal  survey  is  not  a necessary  part  of 
the  initial  radiographic  evaluation  unless  a pa- 
tient’s signs  or  symptoms  suggest  the  possibil- 
ity of  bony  involvement.  Likewise,  barium 
evaluations  of  the  gastrointestinal  tract  and  in- 
travenous pyelograms  are  of  limited  value  in 
patients  without  symptoms  referable  to  those 
areas.  Unlike  NHL,  gastrointestinal,  mesen- 
teric, renal  and  retroperitoneal  involvement  in 
H.D.  are  uncommon.^®’ 


Laboratory  Evaluation 

Laboratory  tests  should  include  BUN, 
creatinine  and  liver  function  studies  including 
SGOT,  alkaline  phosphatase,  and  LDH.  Even 
though  they  may  not  be  reliable  as  indicators  of 
organ  involvement  with  disease,  they  may  aid 
the  physician  in  following  the  effects  and  toxic- 
ity of  his  therapy. 

The  ESR  and  serum  copper  are  both  helpful 
laboratory  indicators  of  disease  which  to  some 
extent  reflect  the  volume  and  activity  of  di- 
sease. Although  neither  are  specific  for 
Hodgkin’s  disease,  both  are  generally  elevated 
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at  diagnosis,  and  their  elevation  in  a previously 
treated  patient  should  arouse  suspicion  of  re- 
lapse.^® 

Evaluation  of  the  Marrow 

Marrow  involvement  in  Hodgkin’s  disease 
tends  to  he  of  a focal  nature  rather  than  diffuse 
as  in  the  NHL.  Because  of  this,  a core  hiopsy 
using  a Jamshidi  needle,  or  a similar  technic  is 
superior  to  a marrow  aspirate  for  diagnosis  of 
marrow  involvement.  It  is  a necessary  part  of 
clinical  staging,  even  though  marrow  involve- 
ment is  an  infrequent  presenting  finding.  A 
positive  hiopsy  indicates  stage  IV  disease  and 
precludes  the  need  for  subsequent  surgical  stag- 
ing. 

Surgical  Staging 

The  staging  celiotomy  should  be  an  integral 
part  of  the  pre-therapy  workup  in  all  but 
selected  patients  with  Hodgkin’s  disease. 

As  many  as  40  per  cent  of  patients  with  clinical 
stage  I,  II  and  III  may  have  their  clinical  stage 
changed  as  a result  of  this  surgery.^® 

During  the  staging  celiotomy,  the  surgeon 
generally  removes  the  spleen,  several  nodes 
from  the  superior  to  the  inferior  portions  of  the 
peri-aortic  lymphatic  chain  as  well  as  nodes 
from  both  inguinal  chains,  splenic  hilar,  and 
portal  areas.  Biopsies  of  both  lobes  of  the  liver 
and  the  iliac  crest  (for  bone  marrow)  are  also 
done.  In  females,  transposition  of  the  ovaries 
away  from  the  midline  and  out  of  the  fields  of 
any  subsequent  radiation  should  also  be  done. 

In  selected  patients,  surgical  staging  may  not 
be  absolutely  required  if  careful  clinical  staging 
has  been  done.  Examples  of  this  are  patients 
with  clinical  stage  lA  having  isolated  high  right 
neck  disease,  and  those  with  isolated  mediasti- 
nal disease  of  the  nodular  sclerosing  variety, 
where  the  incidence  of  subdiaphragmatic  di- 
sease not  detected  by  clinical  staging  appears  to 
be  quite  low.^®  Additionally,  the  routine  use  of 
chemotherapy  in  all  stages,  as  is  our  current 
practice,  substantially  reduces  the  risk  of  re- 
lapse from  an  occult  subdiaphragmatic  site  in 
those  few  patients  in  whom  it  would  be  unde- 
tected because  of  omitting  the  staging 
laparotomy. 

Because  patients  with  clinical  stage  IIIB  and 
IV  disease,  have  extensive  disease  by  definition. 


surgical  staging  can  be  expected  to  contribute 
little  towards  the  patient’s  management  and  is 
not  a necessary  procedure.^®’ 

Treatment 

Until  recently,  patients  with  stage  I and  11 
disease  have  been  treated  almost  exclusively 
with  radiation  in  doses  of  up  to  4,000  to  4,500 
rads  using  extended  field  portals.  Such  radia- 
tion portals  are  intended  to  encompass  the  en- 
tire known  area  of  disease  plus  the  area  of  next 
adjacent  uninvolved  lymph  node  group  in  order 
that  any  areas  of  clinically  inapparent  or  occult 
disease  might  be  included  in  the  treatment.  For 
stage  III  and  IV  patients,  radiation  has  gener- 
ally been  given  to  the  entire  lymphoid  axis 
("total  nodal”)  with  multiagent  chemotherapy 
used  as  an  adjuvant. 21 

While  such  therapy  is  successful  in  producing 
prolonged  survivals  in  adults,  it  is  less  than 
ideal  for  the  pediatric  patient.  The  wide  portals 
and  high  doses  of  radiation  delivered  to  pedia- 
tric patients  result  in  arrest  of  spinal  growth 
and  often  lead  to  significant  skeletal  deformi- 
ties. In  addition,  the  potential  for  the  develop- 
ment of  other  long-term  side  effects  of  radiation, 
including  second  malignacies  would  appear  to 
be  greater  in  the  pediatric  patient.  It  has  there- 
fore become  important  to  develop  treatment 
strategies  which  limit  radiation  exposure. 

23 

At  The  Children’s  Hospital,  we  are  currently 
employing  a protocol  which  relies  heavily  on 
chemotherapy,  and  limits  radiation  to  consid- 
erably smaller  doses  and  treatment  fields.  Re- 
cent literature  has  shown  that  such  an  approach 
can  be  taken  without  adversely  effecting  either 
actuarial  or  disease  free  survivals.  At  present 
the  radiation  dose  given  is  dependent  on  a pa- 
tient’s bone  age.  Doses  of  1,500  rads  for  children 
with  bone  ages  of  less  than  six  years,  and  up  to 
3,500  rads  for  children  with  bone  ages  of  four- 
teen years  or  greater  are  our  maximal  doses. 
Additionally,  the  radiation  portals  have  been 
reduced  to  encompass  only  the  clinically  in- 
volved areas  in  the  uncomplicated  stage  lA  and 
IIA  patient,  with  extended  field  radiation  being 
given  only  to  those  patients  with  stage  IB,  IIB 
and  IIIA  disease.  Those  patients  with  more  ex- 
tensive disease,  stage  IIIB  and  IV,  are  first 
treated  with  chemotherapy.  Subsequently,  they 
are  given  radiation  (up  to  2,500  R.)  to  areas  of 
initial  bulky  disease. 
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Diagrammatic  representation  of  the  pathways  of 
contiguous  extension  of  Hodkin’s  disease  from  various 
hypothetical  primary  sites.  The  initially  involved  lymph 
node  chains  are  heavily  encircled  and  stippled;  the  major 
directions  of  spread  are  indicated  by  the  arrows,  and  the 
node  chains  most  likely  to  become  the  sites  of  primary 
extension  are  solidly  blackened.  A,  primary  site  = left 
inguinal-femoral  nodes.  B.  primary  site  = left  axillary 
nodes.  C,  primary  site  = mediastinal  nodes.  D,  primeu-y 
site=  left  epitrochlear  nodes.fi,  primary  site  = left  upper 
cervical  nodes,  fi,  primary  site  = left  preauricular  nodes. 
G,  primary  site  = right  lower  cervical-supraclavicular 
nodes.  H,  primary  site  = left  lower  cervical-supraclavicu- 
lar nodes. 


Chemotherapy  in  Hodgkin’s  disease  consists 
of  multiagent  treatment.  Nitrogen  mustard, 
procarbazine,  vincristine,  and  prednisone 
(MOPP)  have  been  widely  used  since  its  intro- 
duction in  this  decade.  Since  this  time,  however, 
several  new  drugs  have  become  available.  Sev- 
eral of  these,  particularly  adriamycin,  bleomy- 
cin and  the  nitrosoureas  (CCNU  and  BCNU) 
used  in  various  combinations,  are  capable  of 
salvaging  many  patients  who  are  unresponsive 
to,  or  have  relapsed  after  prior  MOPP  therapy. 
Because  of  this  success,  we  and  others  are  cur- 
rently using  such  a new  combination  (CCNU, 
vinblastine,  prednisone,  and  procarbazine)  as 
primary  therapy.  Although  it  is  too  early  to 
evaluate  our  results,  others  have  reported  this 
combination  to  be  as  effective  as  MOPP  and  less 
productive  of  hematologic  and  gastrointestinal 
toxicity. 2'*’  “ 


Complications  of  Therapy  and  Management 

The  long-term  consequences  occurring  as  a 
result  of  therapy  have  become  topics  of  great 
interest  for  physicians  managing  the  child  with 
Hodgkin’s  disease.  Both  the  physical  immatur- 
ity of  a number  of  organ  systems  as  well  as  the 
age  of  these  patients  place  them  at  higher  risk 
for  the  eventual  development  of  some  form  of 
therapy  related  problem. 

One  of  the  most  important  and  far  reaching  of 
these  problems  is  the  development  of  second 
malignancies.  It  has  recently  become  apparent 
that  as  many  as  12  per  cent  of  the  survivors  of 
childhood  cancer  may  eventually  develop  a sec- 
ond malignant  neoplasm  as  a result  of  their 
earlier  therapy. With  particular  reference  to 
the  patients  with  Hodgkin’s  disease,  the  most 
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frequent  such  occurrence  is  acute  non-lym- 
phocytic  leukemia  (ANLL).  For  patients  who 
have  been  treated  with  chemotherapy  alone, 
this  risk  is  estimated  to  be  about  262  times 
greater  than  for  the  general  population.  Pa- 
tients who  have  been  treated  with  both 
chemotherapy  and  radiation  therapy  are  esti- 
mated to  have  an  incidence  of  ANLL  well  over 
1000  times  greater  than  that  of  the  general 
population  and  may  occur  in  as  high  as  4 per 
cent  of  successfully  treated  patients. There 
has  been  speculation  that  the  development  of 
ANLL  may  be  a part  of  the  natural  history  of 
Hodgkin’s  disease  which  has  become  apparent 
because  of  longer  survivals  afforded  by  better 
therapy.  However,  there  is  no  evidence  to  sup- 
port this  idea  and  the  risks  of  such  an  occurr- 
ence appear  to  be  directly  related  to  the  de- 
velopment and  use  of  more  aggressive  therapy. 

Growth  abnormalities  resulting  from  radia- 
tion therapy  have  been  a frequent  occurrence  in 
the  pediatric  patient.  Decreased  sitting  height 
and  scoliosis  as  well  as  relative  hypoplasia  of 
the  shoulders,  chest,  and  neck  are  frequent 
problems  in  patients  who  have  received  ex- 
tended field  radiation  for  upper  torso  Hodgkin’s 
disease. 2 Additionally,  poor  female  breast  de- 
velopment resulting  from  breast  bud  radiation 
may  also  occur.  However,  with  the  use  of  both 
lower  radiation  doses  and  smaller  treatment 
fields,  these  problems  have  been  significantly 
reduced. 

Chemotherapy  must  also  bear  responsibility 
for  a number  of  therapy  related  problems.  The 
production  of  myelosuppression  in  patients  re- 
ceiving chemotherapy  is  a well  known  occur- 
rence. In  reality  however,  significant  problems 
of  this  type  are  infrequent,  with  the  exception  of 
mild  to  moderate  anemia  easily  correctable 
with  transfusion.  Even  so,  severe 
granulocytopenia  and  thrombocytopenia  may 
occasionally  occur  and  require  supportive  in- 
tervention. 

An  additional  problem  related  to 
chemotherapy  (particularly  MOPP  therapy)  is 
male  sterility.  The  post  adolescent  and  adult 
testis  are  sensitive  to  a number  of 
chemotherapeutic  agents  (particularly  the  al- 
kylating agents  such  as  nitrogen  mustard,  and 
cytoxan)  which  may  result  in  azospermia  or  as- 
permia.  Recently,  it  has  become  apparent  that 
this  problem  may  be  of  equal  or  greater  mag- 


nitude in  the  preadolescent  and  adolescent 
male. The  presence  of  gynecomastia,  elevated 
levels  of  follicle  stimulating  hormone  and  ger- 
minal aplasia  in  a number  of  these  patients  no 
doubt  represents  severe  gondal  dysfvmction. 
Whether  these  abnormalities  may  be  partly  re- 
versible remains  to  be  seen.  Similar 
chemotherapeutic  effects  on  the  ovary  have  not 
been  noted.  However,  ovarian  dysfunction  or 
ablation  may  occur  as  a result  of  pelvic 
radiotherapy  if  attempts  at  lateral  transposi- 
tion of  the  ovaries  are  not  made  at  the  time  of 
surgical  staging. 

Patients  who  have  splenectomies  performed 
as  part  of  their  surgical  staging  are  at  signifi- 
cant risk  for  developing  serious  infections  and 
sepsis,  particularly  with  the  polysaccharide  en- 
capsulated organisms  such  as  H.  influenza  and 
streptococcus  pneumonii.  As  many  as  10  per 
cent  of  splenectomized  patients  have  been  re- 
ported to  suffer  this  complication.®**  Although 
daily  oral  prophylactic  penicillin  may  decrease 
a patient’s  risk  for  serious  infection,  it  probably 
does  not  entirely  eliminate  it.  Elimination  of 
the  splenectomy,  and  in  some  cases 
hemisplenectomy,  are  now  being  attempted  in 
selected  patients  and  will  hopefully  help  to 
eliminate  the  risk  of  overwhelming  infection. 
However,  these  approaches  are  still  experimen- 
tal and  cannot  be  routinely  recommended. 
Another  approach  to  this  problem  has  been  im- 
munization with  pneumococcal  vaccine  in  pa- 
tients off  of  therapy.  While  it  is  probably  too 
early  to  evaluate  the  long-term  effectiveness  of 
this  approach,  at  least  some  measure  of  short 
term  protection  can  be  achieved.®^’  ®® 

At  present,  there  is  as  much  as  a 90  per  cent 
actuarial  and  66  per  cent  relapse-free  survival 
at  five  years  for  all  patients  with  Hodgkin’s 
disease.  Those  patients  with  stage  I,  II,-  and 
many  with  stage  IIIA  disease,  may  have  as 
much  as  a 95  per  cent  relapse-free  and  nearly 
100  per  cent  actuarial  survival  at  three  years, 
indicating  the  efficacy  of  both  primary  and  sal- 
vage therapy  programs.®’’^  ®®’®®  These  gratifying 
results  are  an  outgrowth  of  the  cooperative  ef- 
forts of  the  pediatric  oncologist,  the 
radiotherapist,  and  the  surgeon,  each  bringing 
his  particular  knowledge  and  expertise  to- 
gether to  provide  a team  approach  to  the  man- 
agement of  the  pediatric  Hodgkin’s  patient.  The 
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signif].cance  of  their  efforts  is  apparent.  Future 
efforts  are  aimed  at  the  elimination  of  some  of 
the  longterm  effects  of  therapy,  as  well  as  better 
understanding  of  the  etiology  and  behavior  of 
this  disease.  • 
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Non- Hodgkin’s  lymphoma 


Taru  Hays,  MD,  and  Richard  L.  Heideman,  MD,  Denver,  Colorado 


Non-Hodgkin’s  lymphomas  in  children  are 
characterized  pathologically  by  a diffuse  rather  than 
nodular  pattern.  They  are  also  characterized  clini- 
cally by  a “diffuse”  pattern,  showing  a high  rate  of 
rapid  and  diffuse  spread  to  extra  lymphatic  organs 
especially  the  central  nervous  system  and  bone  mar- 
row. The  rather  uniformly  poor  treatment  results  of  a 
decade  ago  have  shown  definite  improvement.  This 
improvement  results  from  a combination  of  better 
understanding  of  the  natural  history  of  the  disease, 
improved  clinical  staging  and  combination 
chemotherapy  with  appropriate  use  of  radiotherapy. 


Progress  in  the  management  of  non- 
Hodgkin’s  lymphoma  (NHL)  has  been  less  im- 
pressive than  the  dramatic  advances  in  the  con- 
trol and  cure  of  Hodgkin’s  disease.  In  the 
pediatric  population,  NHL  often  presents  with 
extensive  and  widely  disseminated  disease  as 
opposed  to  the  more  frequent  focal  presenta- 
tions seen  in  Hodgkin’s  disease  and  in  adult 
NHL  and  it  would  appear  from  these  observa- 
tions that  the  spread  of  NHL  may  be  a more 
random  process  unlike  the  contiguous  nodal 
progression  of  Hodgkin’s  disease.  This  is  sup- 
ported by  the  high  incidence  of  both  marrow  and 
hepatic  involvement  at  diagnosis  in  these  pa- 
tients.^' 2 


Clinical  Findings 

A complete  and  careful  physical  examination 
is  essential  to  the  diagnosis  and  evaluation  of  a 
patient  with  suspected  NHL.  Because  this  di- 
sease may  arise  and  spread  to  any  reticuloen- 
dothelial organ,  patients  may  present  with  a 
variety  of  focal  and  systemic  findings.  Presenta- 
tion as  an  abdominal  mass  resulting  from 
mesenteric  or  retroperitoneal  involvement  is 
particularly  common,  as  is  hepatosplenomeg- 
aly.i  In  the  case  of  mesenteric  disease,  involved 
lymph  nodes  may  occasionally  serve  as  the  lead 
point  for  an  intussusception.^  Large  masses 
may  also  cause  intestinal  or  ureteral  obstruc- 
tion along  with  their  attendant  complications. 

A mediastinal  mass  resulting  from  either  in- 
filtration of  the  posterior  mediastinal  lymph 
nodes,  or  the  thymus  (anterior  mediastinum) 
may,  if  lar^e  enough,  produce  respiratory  com- 
promise. Likewise,  compromise  may  result  from 
a nasopharyngeal  mass  secondary  to  infiltra- 
tion of  the  tonsils  or  adenoids. 

Malignant  infiltration  of  the  peripheral  lym- 
phoid organs  is  another  frequent  occurrence.  A 
mass  may  be  found  in  any  of  the  lymph  node 
bearing  areas,  and  attention  should  be  given  to 
all  these  areas,  including  the  often  overlooked 
axillary  and  epitrochlear  nodes  during  the 
exam.  Characteristically  involved  nodes  are 
nontender,  fixed  in  location  and  'rock  hard’. 
Nodal  structures  which  are  enlarged  secondary 
to  a nonmalignant  process  are  usually  mobile, 
often  tender,  and  rubbery  firm  rather  than 
rock-like. 
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TABLE  1 


Morphol og i ca 1 

Convoluted  cell  type 
1 mmunob 1 as 1 1 c type 
Bu rk 1 1 1 ' s type 

Lymphoblastic  type) 
Multiphasic  type  ) 
Hist! ocy t 1 c 
Unclass i f 1 ed 


Non-Hodgkin's  Lymphoma  in  Children 
C 1 ass  1 f i cat i on 

Immunological  Markers 
(Expected) 

T-cel 1 
T or  B cell 
B-ce 1 1 

Null,  T or  B cell 

Monocyte  (?) 

Null,  T or  B call 


Rappaport ' s 

Und i f ferent i ated 
H i s t i ocy t i c 
Poorly  differentiated 
Bu  rk i 1 1 ' s type 
Lymphocytic,  poorly 
d i f fe  rent i ated 
H i s t i ocy  t i c 
Unc 1 ass i f i ab I e 


List  all  diagnoses  as  follows; 

Malignant  lymphoma  (morphological  type)  ( i mmunol 1 g i ca I resu I ts ) (Rappaport ' s classification) 
Example:  Malignant  lymphoma:  convoluted  cell  type  - T cell  dominance  (Rappaport's 
und i f fe ren i a ted  type) 


Another  area  of  involvement  is  the  central 
nervous  system.  Leptomeningeal  involvement 
may  produce  a diffuse  malignant  meningitis, 
and  on  occasion,  spinal  cord  compression  from  a 
rapidly  growing  intramedullary  tumor.^’  ^ 

The  presence  of  unexplained  fever,  weight 
loss,  and  anemia  are  frequent  accompaniments 
to  the  above  findings. 

Laboratory  Studies 

A routine  complete  blood  count  and,examina- 
tion  of  the  peripheral  smear  provide  much  valu- 
able information.  The  findings  of  anemia, 
thrombocytopenia  and  neutropenia  should 
arouse  the  suspicion  of  leukemic  transforma- 
tion which  should  be  confirmed  by  bone  marrow 
examination.  An  occasional  patient  with  appa- 
rent marrow  involvement  may  present  with  an 
autoimmune  hemolytic  anemia,  which  usually 
abates  shortly  after  therapy  is  begun. 
Nevertheless,  its  presence  may  lead  to  difficul- 
ties in  obtaining  cross-matched  blood.® 

While  abnormal  liver  function  tests  may 
suggest  lymphomatous  involvement  of  the 
liver,  rather  extensive  parenchymal  replace- 
ment is  necessary  for  significant  chemical  ab- 
normalities to  occur  and  most  patients  show 
only  minor  alterations  in  these  parameters. 
Elevations  of  lactose  dehydrogenase  enzyme 
(LDH)  are  especially  frequent  and  probably  re- 
flect tumor  infiltration  and  destruction  of  nor- 
mal tissues.  It  is  rare  to  see  a patient  who 
doesn’t  have  a significant  elevation  of  this  en- 
zyme. In  contrast,  LDH  elevations  are  not  com- 
mon in  Hodgkin’s  disease."^ 

Abnormal  renal  function  studies  may  be  the 
first  hint  of  urate  nephropathy  or  hypercal- 
cemic  nephropathy  each  of  which  may  be  seen  in 


a patient  at  diagnosis.  These  problems  may  be 
increased  once  therapy  has  begun  and  even 
greater  demands  are  placed  on  the  excretory 
system.®' 

Bone  Marrow  and  Lumbar  Puncture 

A bone  marrow  examination  is  an  essential 
part  of  the  initial  evaluation  of  all  patients. 
Bone  marrow  involvement  may  be  present  at 
diagnosis  in  more  than  50  per  cent  of  pediatric 
patients  with  poorly  differentiated,  diffuse 
lymphocytic  lymphoma,  but  is  infrequent  in  pa- 
tients with  histiocytic  or  mixed  cell  lym- 
phomas.^^' A needle  core  biopsy  of  the  marrow 
using  a Jamshidi  or  similar  technic  should  be 
part  of  the  evaluation  of  all  patients.  The 
superiority  of  bone  marrow  biopsy  over  marrow 
aspiration  in  detecting  marrow  involvement 
has  been  demonstrated  widely.^® 

A lumbar  puncture  with  examination  of  the 
stained  cytocentrifuge  preparation  of  spinal 
fluid  is  another  essential  part  of  laboratory 
evaluation  due  to  the  prognostic  importance  of 
detecting  central  nervous  system  disease.^' 

Radiologic  Evaluation 

A chest  x-ray  to  disclose  any  mediastinal, 
hilar  or  pulmonary  parenchymal  involvement 
is  mandatory.  If  abnormalities  are  de- 
monstrated, tomograms  may  help  to  more 
clearly  delineate  their  extent. 

To  the  extent  that  a large  anterior  mediasti- 
nal mass  (thymus)  is  detected,  the  standard 
chest  x-ray  plays  a role  in  predicting  subtype  of 
disease  (T-cell)  and  prognosis  (poor). 
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TABLE  2 

CLINICAL  STAGING  OF  NON-KOLGKIN ' S LYMPHOMA 


stage 

I 

One  single  site. 

Stage 

II 

Two  or  more  sites  on  the  same  side 
of  the  diaphragm. 

Stage 

III 

Disseminated  disease  without  in- 
volvement of  bone  marrow  or  CNS. 

Stage 

IV 

Any  of  the  above  with  involvement 
of  bone  marrow  or  CNS . 

Intravenous  pyelograms  are  performed  in  all 
patients.  1 The  finding  of  obstructive  uropathy 
secondary  to  malignant  lymphoma  is  an 
emergency  situation  which  requires  local 
radiotherapy  prior  to  any  systemic  manage- 
ment.^® Likewise,  greatly  enlarged  renal 
parenchyma  without  evidence  of  an  obstructive 
process  suggests  disease  infiltration  which  may 
also  require  radiotherapy. 

The  lymphangiogram  is  of  limited  value  for 
the  detection  of  retroperitoneal  disease  in  NHL, 
and  may  be  contraindicated.  Patients  with  re- 
spiratory distress  due  to  mediastinal  or  pleural 
disease  may  be  further  compromised  by  the  dif- 
fusion defect  produced  by  the  dye  in  the  lungs. 
Abdominal  ultrasound  and/or  computerized 
axial  tomography  may  provide  a better  means 
of  detecting  intraperitoneal  or  retroperitoneal 
disease,  and  are  noninvasive.  If  these  studies 
are  positive,  they  provide  a means  of  following 
the  results  of  therapy. 

Radioisotopic  Studies 

Nuclear  medicine  studies  have  provided  an 
additional  dimension  to  the  clinical  assessment 
of  lymphoma.  Technetium-99m  (®®c)  is 
routinely  used  to  scan  the  liver  and  spleen. 
However,  only  one-half  of  the  cases  with 
hepatomegaly  or  a focal  defect  on  the  scan  have 
liver  involvement  confirmed  by  open  liver  biop- 
sies. Conversely,  20  per  cent  of  patients  with 
normal  scans  do  have  biopsy  proven  focal  lym- 
phomatous  involveme  nt  of  the  liver.^®  The  use 
of  gallium- 67  a new  radioscanning  agent  has 
been  reported  as  being  very  reliable  for  defining 
disease,  and  is  becoming  increasingly  more  use- 
ful. Since  it  is  excreted  by  the  bowel,  it  is  unreli- 
able for  defining  disease  below  the  diaphragm, 
and  has  only  about  a 60  per  cent  reliability  in 


that  location.  For  defining  disease  above  the 
diaphragm,  its  reliability  is  at  least  90  per 
cent.^'^' 


Histopathology 

The  Rappaport  histologic  classification  of 
NHL  identifies  two  major  entities,  the  diffuse 
and  nodular  lymphomas.  This  division  is  based 
on  the  nodal  architecture  produced  by  the  pre- 
sence of  disease.  Simply  stated,  diffuse  lym- 
phomas show  complete  or  almost  complete  re- 
placement of  normal  architecture  while  nodular 
lymphomas  show  focal  aggregates  of  tumor 
with  somewhat  more  preservation  of  nornal  ar- 
chitecture.^^ Rappaport’s  scheme  also  divides 
non-Hodgkin’s  lymphoma  into  histiocytic,  lym- 
phocytic, mixed  lymphocytic,  and  histiocytic, 
undifferentiated,  and  Burkitt’s  varieties  based 
on  the  presumed  cell  type  responsible  for  the 
malignant  infiltrate  (see  Table  I). 

Perhaps  the  most  valuable  feature  of  such  a 
classification  is  the  prognostic  implication  it 
conveys.  Diffuse  lymphocytic  histologies  make 
up  the  vast  majority  of  pediatric  NHL’s,  and 
have  a substantially  poorer  prognosis  than  do 
the  nodular  histologies  more  common  in  the 
adult  patient.  Because  of  these  differences,  the 
significance  of  the  Rappaport  scheme  is  greatly 
diminished  for  the  pediatric  NHLs. 

Recently,  classification  schemes  based  on 
immunologic  technics  which  identify  mononuc- 
lear (lymphocytes  and  monocytes)  cells  accord- 
ing to  their  surface  membrane  features  have 
gained  popularity. ^“Lymphocytes  may  now  be 
separated  into  the  T-cell  and  B-cell  variety  and 
differentiated  from  monocytic  and  histiocytic 
cells  with  which  they  may  be  confused,  using 
light  microscopy  alone.  The  T-cell  is  a thymus 
derived  lymphocyte  which  is  responsible  for  cel- 
lular immunity  and  delayed  hypersensitivity 
type  phenomena,  while  B-cell  is  responsible  for 
mediating  antibody  dependent  immunity. 
Another  group  of  lymphocytes  which  bear 
neither  T nor  B surface  membrane  features  is 
also  found  and  is  referred  to  as  the  "null”  cell. 
Using  these  new  technics,  disease  t3q)es  previ- 
ously considered  to  be  histiocytic,  or  mixed  lym- 
phocytic, histiocytic,  and  undifferentiated,  are 
now  known  to  be  composed  of  lymphocytes  of  the 
T,  B,  or  "null”  cell  variety. 

Lymphomas  of  the  null  cell  variety  make  up 
the  majority  of  the  diffuse  NHLs  as  is  the  case 
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for  this  cell  type  in  the  acute  childhood 
leukemia. 

With  the  exception  of  Burkitt’s  lymphoma, 
B-cell  malignancies  are  rare  in  the  diffuse  lym- 
phomas and  thus  uncommon  in  the  pediatric 
population.  The  nodular  lymphomas  of  adults, 
however,  can  be  identified  as  B-cell  in  origin  in 
virtually  all  cases. 

T-cell  lymphomas  are  generally  of  the  diffuse 
architectural  variety  and  may  account  for  20 
per  cent  of  lymphomas  in  pediatric  patients. 
T-cell  NHL  typically  occurs  in  older  male  chil- 
dren (8  years  old  or  older)  and  are  generally 
associated  with  the  presence  of  a mediastinal 
mass  and  early  leukemic  conversion. This 
subgroup  generally  carries  a very  unfavorable 
prognosis. 

The  ability  of  immunologic  classification  to 
add  information  regarding  prognosis  has  made 
it  an  integral  if  not  essential  part  of  the  cate- 
gorization of  the  lymphomas.  These  studies, 
however,  depend  upon  the  prompt  and  careful 
handling  of  fresh  tissue  and  require  the  close 
cooperation  of  the  surgeon  and  the  pathologist. 


The  four  stages  (clinical  and  pathological)  are 
defined  as  follows: 


Stage  I -Involvement  of  a single  lymph 
node  region  (I)  or  single  extralym- 
phatic site  (Ie). 


Stage  11  -Involvement  of  two  or  more  lymph 
node  regions  on  the  same  side  of 
the  diaphragm  (II),  which  may  also 
include  the  spleen  (IIs),  localized 
extralymphatic  involvement  (He), 
or  both  (Use)  if  confined  to  the 
same  side  of  the  diaphragm. 

Stage  III  -Involvement  of  Lymph  node  re- 
gions on  both  sides  of  diaphragm 
(III),  which  may  also  include  the 
spleen  (Ills),  localized  estralym- 
phatic  involvement  (IIIe),  or  both 
(IIIse). 


Stage  IV  -Diffuse  or  diseminated  involve- 
ment of  extralymphatic  sites  (e.g. 
bone  marrow,  liver,  or  multiple 
pulmonary  metastases). 


Staging 

Staging  in  NHL  is  similar  to  that  used  in 
Hodgkin’s  disease  but  is  usually  limited  to  clin- 
ical staging  method.  Bone  marrow  needle 
biopsy,  lumbar  puncture  with  cytocentrifuge 
exam  of  the  spinal  fluid,  and  an  occasional  liver 
biopsy  are  the  only  routinely  used  surgical  stag- 
ing procedures  beyond  initial  diagnostic  biop- 
sies. A formal  staging  celiotomy  is  not  consi- 
dered to  be  necessary.  This  is  related  in  part  to 
the  fact  that  most  patients  are  assumed  to  have 
distant  disease  at  diagnosis  and  require  sys- 
temic treatment  with  chemotherapy,  with  radi- 
ation therapy  used  more  as  an  adjuvant.  A few 
large  institutions  are,  however,  employing  the 
celiotomy  on  an  experimental  basis  to  deter- 
mine its  usefulness.*^’ 

At  present,  clinical  staging  for  NHL  follows 
that  developed  for  Hodgkin’s  disease,  the  Rye 
modification  of  the  Ann  Arbor  classification 
system  established  in  the  early  1970’s.  Even 
though  Hodgkin’s  and  non-Hodgkin’s  lym- 
phomas differ  considerably,  this  system  has 
been  useful  for  both  disorders.  The  clinical  stage 
is  based  on  results  of  the  original  biopsy,  physi- 
cal examination,  laboratory  studies,  and  all 
radiographic  and  radioisotopic  procedures. 


A simplified  staging  classification  has  been 
described  by  Wollner  which  appears  equally 
useful  (Table  II).*  The  advantage  of  this  classifi- 
cation for  NHL  is  that  it  recognizes  the  special 
predilection  of  certain  NHL  to  involve  the  bone 
marrow  and  central  nervous  system  and  the 
serious  prognostic  significance  of  such  involve- 
ment. 

Treatment 

NHL  is  responsive  to  both  radiation  therapy 
and  chemotherapy.  Even  so,  the  two-year  sur- 
vival rates  in  this  disease  have,  until  recently, 
not  been  much  better  than  30-35  per  cent.^® 
Many  of  these  relapses  were  in  areas  of  initially 
bulky  disease,  the  CNS,  or  were  leukemic  trans- 
formations. Current  therapeutic  trials,  in  an 
effort  to  reduce  these  relapses,  are  placing  grea- 
ter emphasis  on  the  use  of  intensive  multi- agent 
chemotherapy  with  radiation  therapy  being 
used  as  an  adjunct  to  areas  of  initially  bulky 
disease  and  for  CNS  prophylaxis  as  in  the  child- 
hood leukemias.^’  *’  An  example  of  this  ap- 
proach is  described  in  a reference  by  Wollner  et 
al.  in  which  two-year  survivals  of  greater  than 
70  per  cent  are  reported.* 
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At  Children’s  Hospital,  we  are  currently 
using  combination  chemotherapy  with  Bleomy- 
cin, Vincristine,  Prednisone,  Adriamycin,  and 
Nitrogen  mustard  (BOPAM),  with  radiation 
given  to  any  site  of  initial  bulky  disease  which 
does  not  promptly  respond  to  this  combination. 
This  chemotherapy  is  administered  on  a 
monthly  outpatient  basis  for  a period  of  one  to 
two  years  depending  on  the  site  and  initial  stage 
of  the  disease.  Central  nervous  system 
prophylaxis  with  intrathecal  methotrexate,  and 
in  selected  patients,  cranial  radiation,  is  also 
given.  Of  the  twelve  patients  placed  on  this  pro- 
tocol more  than  two  years  ago  only  two,  both  of 
whom  presented  with  stage  IV  disease,  have 


relapsed,  both  in  the  CNS.  One  patient  died 

with  sepsis.  Nine,  however,  (75  per  cent)  are 
now  off  therapy  and  remain  in  complete  con- 
tinuous remission. 

The  NHL’s  constitute  a group  of  malignancies 
of  the  lymphoid  system  which  are  now  being 
treated  with  a rapidly  improving  rate  of  success 
by  aggressive  multi-modal  therapy. 

At  present,  the  remission  rate  of  children  pre- 
senting with  NHL  is  improving.  This  is  due  in 
large  part  to  aggressive  combination 
chemotherapy  and  radiation  therapy.  Unfortu- 
nately, the  extent  of  disease  at  presentation 
limits  curability.  The  best  prognosis  is  in  totally 
resected  gastrointestinal  NHL.  • 
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Tumors  of  the  central  nervous  system 

in  children 


Richard  L.  Heideman,  MD,  Denver,  Colorado 


A failure  to  accumulate  experience  in  treatment  of 
tumors  of  the  central  nervous  system  in  children 
stems  from  lagging  use  of  chemotherapy.  Though 
proven  effective  in  treatment  of  medulloblastoma, 
chemotherapy  does  not  yet  seem  to  have  significantly 
improved  the  prognosis  for  brain  tumors.  The  lack  of 
agents  capable  of  penetrating  the  blood  brain  barrier 
and  of  good  animal  models  for  preclinical  studies  has 
also  hindered  progress.  The  area  of  accomplishment 
is  here  reviewed. 


Introduction 

In  children  under  the  age  of  15,  primary 
tumors  of  intracranial  origin  are  the  most  com- 
mon solid  tissue  malignancy.  Their  occurrence, 
at  a rate  of  2.4  per  100,000  children  per  year  is 
exceeded  in  number  only  by  the  hematologic 
malignancies,  leukemia  and  lymphoma,  at  a 
combined  rate  of  about  5 per  100,000  per  year.^ 

While  there  are  differences  in  the  locations 
and  types  of  CNS  neoplasms  that  occur  in  the 
pediatric  and  adult  population,  these  are  mostly 
of  a quantitative  nature.  In  children,  the  peak 
age  incidence  for  these  tumors  is  in  the  5 to  10 
year  range  with  a slight  male  predominance. 
The  origin  of  greater  than  50  per  cent  of  pedia- 
tric CNS  neoplasms  below  the  tentorium  con- 
trasts sharply  with  the  less  than  25  per  cent  of 
tumors  occurring  in  the  same  area  in  adult  pa- 
tients. Additionally,  there  is  a significantly 
higher  occurrence  of  tumors  of  a more  emb- 
ryonal nature,  such  as  the  medulloblastoma 
and  ependymoma  in  the  pediatric  as  opposed  to 
the  adult  population.  Substantive  differences 
between  the  pediatric  and  adult  patients  as  re- 


gards the  clinical  presentation,  management 
and  prognosis  of  CNS  neoplasms  will  be  discus- 
sed in  the  following  sections  of  this  review. 

Symptoms 

The  signs  and  symptoms  of  an  intracranial 
neoplasm  depend  not  only  upon  its  size  and  loca- 
tion, but  also  upon  the  maturity  of  the  patient. 
Some  of  the  manifestations  of  increased  intra- 
cranial pressure,  as  well  as  intellectual  and 
motor  impairments  resulting  from  a tumor,  will 
vary  considerably  with  the  age  and  develop- 
mental levels  previously  attained  by  that  pa- 
tient. 

Papilledema,  one  of  the  most  reliable  signs  of 
increased  intracranial  pressure  in  the  adult, 
may  be  totally  absent  in  infancy  where  fusion  of 
the  cranial  sutures  has  not  yet  occurred  and 
calvarial  expansion  may  accommodate  pressure 
increases.  Likewise,  tension  and  bulging  of  the 
anterior  fontanelle  in  infants  is  more  likely  to 
be  seen  than  are  optic  changes.  Later  in  infancy 
and  childhood  when  the  cranial  sutures  and  fon- 
tanelles  are  closed,  papilledema  may  present 
but  may  be  difficult  to  observe  because  of  pa- 
tient cooperation.  In  this  instance,  a great  deal 
of  patience  and  the  occasional  use  of  sedation 
and  mydriatics  may  become  necessary. 

Headache  is  a frequent  accompaniment  of  in- 
tracranial masses  and  is  often  a presenting 
complaint  in  the  older  child  and  adult.  These' 
headaches  are  usually  described  as  intermit- 
tent and  are  considerably  more  frequent  upon 
awakening  than  at  any  other  time  of  the  day. 
They  become  progressive  in  occurrance  and  du- 
ration. Since  most  children  rarely  complain  of 
headaches,  the  occurrance  of  such  an  event 
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should  alert  the  physician  to  the  possibility  of 
some  underlying  organic  basis  for  the  child’s 
complaint. 

Emesis,  without  nausea,  is  another  symptom 
of  increased  intracranial  pressure.  As  with 
headache,  it  is  most  common  upon  awakening 
but  may  occur  at  any  time.  Many  children  will 
vomit  but  go  on  to  eat  a normal  meal  after- 
wards. 

In  the  very  young  child  where  the  ability  to 
communicate  and  express  the  source  of  discom- 
fort is  limited,  irritability  and  vague  complaints 
of  illness  are  a more  frequent  occurrance  than 
are  specific  complaints  of  headache  or  nausea. 

The  presence  of  focal  neurologic  findings  such 
as  single  or  multiple  cranial  nerve  palsies,  and 
the  finding  of  hemiparesis,  ataxia,  and  other 
gross  deficits  generally  pose  little  difficulty  in 
detection  in  the  older  child  and  adult.  However, 
as  with  other  signs  and  symptoms,  they  may  be 
overlooked  in  the  younger  child.  Not  in- 
frequently, minor  motor  disturbances  such  as 
gait  changes,  stumbling,  etc.  are  attributed  to 
the  child  going  through  a normal  phase  of 
growth.  Explanations  such  as  "outgrowing  his 
coordination”  or  "growing  too  fast”  are  used  all 
too  frequently  to  dismiss  these  motor  changes. 
Similarly,  changes  in  personality,  school  per- 
formance, and  emotional  stability  are  often 
overlooked  or  attributed  to  a "phase”.  It  is  im- 
portant for  the  physician  who  deals  with  chil- 
dren to  recognize  these  often  subtle  but  impor- 
tant changes.  While  some  of  the  changes  men- 
tioned above  may  by  themselves  be  a part  of 
normal  child  development,  and  others  the  man- 
ifestations of  an  acute  viral  illness,  any  change 
that  is  more  than  just  transient  in  nature 
should  be  held  with  some  suspicion  and  the  pa- 
tient followed  for  their  resolution. 

Diagnosis 

The  neurologic  examination  is  the  single 
most  important  evaluation  for  suspected  intra- 
cranial malignancies.  The  findings  often  help  to 
localize  the  tumor  to  a particular  area  of  the 
brain,  and  thus  suggest  a differential  diagnosis 
of  tumors  that  may  occur  in  that  location.  New 
signs  occurring  from  examination  to  examina- 
tion may  be  used  to  indicate  progression  (or 
regression)  of  the  disease  process. 

A number  of  radiographic  procedures  are 
available  to  help  diagnose  and  localize  a sus- 
pected intracranial  mass.  Signs  such  as  widen- 
ing or  expansion  of  the  sella  turcica  and  in- 


creased digital  markings  or  "thumb  printing”  of 
the  calvarium  seen  on  the  standard  skull  x-ray 
may  indicate  the  presence  of  increased  intrac- 
ranial pressure.  The  finding  of  calcification 
within  the  skull  may  also  be  helpful  in  the  diag- 
nosis and  localization.  Pneumoencephalog- 
raphy may  be  used  to  help  outline  tumors  which 
have  grown  into  the  ventricular  or  cisternal 
spaces  and  are  causing  obstruction  of  normal 
CSF  flow.  Angiography  is  also  valuable  in  the 
localization  of  an  intracranial  mass  by  de- 
monstrating its  vascular  supply.  While  these 
familiar  procedures  have  been  very  valuable  in 
the  past,  they  have  now  been  largely  replaced 
with  the  advent  of  the  computerized  tomo- 
graphic scanner  (CAT  scan).  The  CAT  scan  is 
widely  accepted  as  both  a valuable  diagnostic 
and  followup  procedure. ^ The  non-invasiveness 
of  this  study,  its  rapidity  and  excellent  ability  to 
demonstrate  the  anatomical  interactions  of  the 
tumor  with  its  surroundings,  have  lead  to  its 
often  being  the  only  procedure  necessary  for 
diagnosis,  planning  and  following  of  therapy. 

The  lumbar  puncture,  although  technically 
easy,  should  not  be  casually  performed,  espe- 
cially in  the  face  of  increased  intracranial  pres- 
sure, because  of  the  possibility  of  brain  stem 
herniation.  It  generally  contributes  little  in  the 
way  of  immediately  important  diagnostic  in- 
formation. At  the  time  of  surgery,  however,  or 
in  other  situations  where  ventricular  pressures 
may  be  controlled,  sampling  the  spinal  fluid  for 
evidence  of  distant  tumor  seeding,  especially  in 
the  case  of  the  medulloblastoma  and  epen- 
dymoma, aids  in  the  planning  of  therapy. 

The  EEG  is  of  limited  diagnostic  ability. 
While  it  may  demonstrate  a nonepileptiform 
focus  of  irritation,  and  arouse  suspicion  of  a 
mass  lesion  in  a child  with  a seizure  disorder, 
this  is  extremely  uncommon,  and  the  EEG 
should  not  be  considered  a primary  diagnostic 
procedure. 

After  clinical  suspicion  is  confirmed  with  ap- 
propriate neurologic  and  radiographic  exams, 
neurosurgical  intervention  for  the  purposes  of 
biopsy,  resection,  and/or  placement  of  a shunt  to 
relieve  intraventricular  pressure  generally  fol- 
low. Once  tissue  is  obtained  and  histology  de- 
termined, appropriate  radiation  and/or 
chemotherapy  may  be  started.  In  the  following 
sections  of  this  paper,  we  will  review  the  clini- 
cal, pathologicgJ  and  therapeutic  aspects  of  the 
most  frequently  encountered  childhood  brain 
tumors. 
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Glioma 

Astrocytomas  account  for  the  majority  of  the 
glial  tumors  and  comprise  about  35  per  cent  of 
all  primary  brain  tumors  observed  in  the 
pediatric  age  group d In  general,  astrocytomas 
are  rather  slow-growing  tumors  which  may 
occur  in  almost  any  area  of  the  CNS.  These 
tumors  vary  in  their  histologic  appearance  and 
are  graded  on  the  scale  from  I-IV  depending  on 
their  degree  of  anaplasia.  Even  though  grade  I 
& 11  tumors  may  be  rather  benign  in  appearance 
and  kinetically  unaggressive,  they  are  malig- 
nant by  virtue  of  their  location.  Grade  III  and  IV 
tunnels  exhibit  a great  deal  of  anaplasia  and  are 
clinically  aggressive. 

The  signs  and  symptoms  of  these  tumors  vary 
with  both  size  and  location.  Exophytic  growth 
with  ventricular  or  cisternal  obstruction  is  un- 
common until  quite  late.  Thus,  most  of  the  ini- 
tial physical  findings  relate  to  infiltration  of 
local  structures  rather  than  to  increased  intra- 
cranial pressure  from  CSF  obstruction. 

The  juvenile  cerebellar  astro^toma  (cystic 
cerebellar  astrocytoma)  is  one  of  the  most  fre- 
quently encountered  pediatric  brain  tumors.  As 
indicated  in  the  name,  these  tumors  are  gener- 
ally cystic,  and  contain  a small  tumor  nidus 
within  them.  Depending  on  the  size  and  location 
of  the  cyst,  the  tumor  may  cause  partial  obstruc- 
tion of  the  4th  ventricle  by  expanding  the  cere- 
bellar hemisphere  into  the  ventricular  space,  or 
in  instances  where  the  tumor  is  more  aggres- 
sive, by  direct  infiltration  and  enlargement  of 
the  cerebellar  peduncles.  Generally,  surgical 
extirpation  of  the  cyst  or  nidus  is  curative.  Even 
if  total  excision  is  not  possible,  the  addition  of 
postoperative  radiation  may  lead  to  a signifi- 
cant decrease  in  symptoms  and  long  term  survi- 
val.^’ ® 

Another  frequent  presentation  of  as- 
trocytomas is  a tumor  arising  in  the  brain  stem 
(usually  in  the  pons  and  mid  brain).  In  this 
location  they  produce  a rather  characteristic 
symptom  complex.  ® Local  infiltration  of  cra- 
nial nerve  nuclei,  particularly  the  6th,  and  7th 
nerves,  is  rather  frequent  and  produces 
strabismus,  diplopia  and  facial  nerve  palsy. 
With  progression  of  disease,  hearing  loss,  dys- 
phagia and  facial  numbness,  and  occasionally 
cerebellar  signs  such  as  ataxia  and  nystagmus 
may  occur.  Contralateral  motor  signs  such  as  an 
upgoing  plantar  response,  and  mono-  or  hemi- 
paresis  are  also  frequently  observed  due  to  in- 


volvement of  the  pyramidal  tracts.  Because  the 
tumor  is  infiltrative  in  nature  and  tends  to  re- 
main confined  to  the  brain  stem  itself,  it  is  not 
until  late  in  the  patient’s  course  that  ventricu- 
lar or  cisternal  obstruction  from  exophytic 
growth  occurs.  Thus,  increased  intracranial 
pressure  causing  papilledema,  headaches,  and 
vomiting  is  a late  occurrence.  Because  of  their 
location,  tumor  biopsy  is  generally  not  done. 
The  diagnosis  is  made  on  the  basis  of  scan  find- 
ings and  the  characteristic  clinical  picture. 

Treatment  generally  consists  of  radiation 
therapy,  often  with  adjuvant  chemotherapy. 
Patient  response  remains  disappointing  how- 
ever. With  radiation  alone,  5-year  survivals 
have  been  reported  to  be  as  high  as  40  per  cent, 
but  most  therapists  are  unable  to  show  much 
better  than  25  per  cent  5-year  survivals  with 
the  majority  of  patients  dying  of  recurrent  di- 
sease within  2 years  of  diagnosis.®’  ^ 

Astrocytic  tumors  arising  in  the  optic  tract 
differ  from  those  in  other  locations  in  that  they 
are  generally  low  grade  and  rather  benign  his- 
tologically. Generally,  these  tumors  are  slow- 
growing  and  continued  enlargement  may  occur 
for  some  time  without  producing  readily  detect- 
able symptoms.  In  spite  of  their  microscopic  ap- 
pearance, the  optic  gliomas  may  behave  quite 
aggressively  and  produce  significant  morbidity 
because  of  their  location.  Additionally,  because 
of  their  proximity  to  the  hypothalamus,  a 
number  of  endocrine  syrn.ptoms,  particularly 
diabetes  insipidus,  may  be  seen. 

As  many  as  two-thirds  of  these  tumors  occur 
in  preschool  children  and  a notable  lack  of  overt 
neurologic  symptoms  makes  early  detection  dif- 
ficult, and  most  diagnoses  are  fortuitous. 

The  features  most  frequently  seen  in  patients 
with  optic  gliomas  are  amblyopia,  decreased 
visual  acuity,  nystagmus,  and  proptosis.  Disc 
pallor  or  optic  atrophy  may  be  seen  on  ophthal- 
mologic exam.®  There  is  a significant  increase 
in  the  incidence  of  optic  gliomas  in  patients  with 
neurofi-bromatosis,  and  such  children  should 
probably  have  periodic  ophthalmologic  or 
radiographic  evaluations  to  aid  in  their  detec- 
tion. 

Tlie  therapeutic  approach  to  optic  gliomas  is  a 
controversial  subject.®’  Surgical  excisions 
should  probably  be  reserved  for  unilateral  optic 
neiwe  tumors  and  for  ^stic  lesions.  Irradiation, 
while  it  may  lead  to  development  or  worsening 
of  endocrine  symptoms,  does  not  appear  to  ad- 
versely effect  visual  prognosis  and  may  cause 
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significant  tumor  regression  and  even  improve 
vision  in  patients  with  large  lesions  or  those 
which  are  not  easily  amenable  to  surgery. 
Chemotherapy  has  been  used  in  only  a few  pa- 
tients and  its  role  is  not  firmly  established  as 
yet. 

Astrocytic  tumors  arising  in  the  cerebral 
hemispheres  of  children  may  produce  a wide 
variety  of  symptoms  which  depend  largely  on 
both  their  site  and  the  developmental  level  of 
the  patient.  Weakness  or  paralysis,  loss  of  pre- 
viously acquired  intellectual  skills  such  as 
speech  and  analytic  abilities,  difficulties  of 
memory  and  emotion  may  occur  with  infiltra- 
tion of  appropriate  cerebral  areas.  However, 
tumors  occurring  in  "silent  areas”  of  the  cere- 
brum such  as  the  frontal  and  occipital  lobes  may 
produce  little  in  the  way  of  specific  or  focal  find- 
ings outside  of  increased  intracranial  pressure. 
In  any  case,  the  onset  of  any  of  these  symptoms 
may  be  very  difficult  to  detect  as  these  tumors 
are  generally  slow  growing,  low  grade  neop- 
lasms which  rarely  lead  to  acute  neurologic 
changes. 

Surgery  followed  by  irradiation  is  the  prim- 
ary mode  of  therapy  for  all  but  tumors  of  the 
lowest  grade.  In  this  latter  case,  survivals  may 
be  quite  good  if  complete  surgical  extirpation 
has  occurred. “ The  responses  of  other  patients 
with  incompletely  resected  low  grade  tumors  is 
clearly  improved  with  the  addition  of  radiation 
therapy,  and  as  many  as  85  per  cent  5-year 
survivals  may  be  expected.®’  However,  survi- 
vals of  children  with  high  grade  (III  and  IV) 
astrocytomas,  while  somewhat  longer  than 
those  of  adult  patients,  remain  poor  with  few  or 
no  5-year  survivals.®’  '^’  Because  of  these  poor 
survivals,  many  institutions  have  now  added 
chemotherapy  to  their  therapeutic  regimens  in 
hopes  of  improving  their  results.  In  general, 
however,  response  to  chemotherapy  for  such  pa- 
tients has  been  unsatisfactory.  While  survival 
times  have  been  modestly  improved  with 
chemotherapy,  the  rate  of  survival  has  not  been 
altered.  In  spite  of  these  initially  discouraging 
results,  investigations  with  new  drugs  con- 
tinue. 

Medulloblastoma 

Medulloblastoma  is  the  most  frequently  oc- 


curring CNS  neoplasm  in  children,  accounting 
for  about  15  per  cent  of  all  pediatric  brain 
tumors.  Males  predominate  over  females  at  a 
ratio  of  4:1,  and  80  per  cent  of  cases  are  evident 
before  age  15.^  The  tumor  appears  to  arise  from 
rests  of  primitive  neuroepithelial  cells  which 
form  part  of  the  covering  of  the  fetal  cerebel- 
lum.^’ The  medulloblastoma  is  a highly 
malignant  tumor  possessing  a large  and  active 
growth  fraction  which  leads  to  rapid  increases 
in  size  and  symptoms.  Unlike  the  gliomas,  there 
is  a marked  tendency  for  cells  of  this  tumor  to 
desquamate  into  the  CSF.  Because  of  this, 
metastases  throughout  the  entire  neuroaxis, 
and  especially  the  spinal  column,  may  occur, 
and  are  often  present  at  the  time  of  diagnosis. 

Progressive  and  marked  ataxia  is  a charac- 
teristic finding  of  medulloblastoma  because  of 
its  intimate  association  with  and  involvement 
in  the  cerebellum.  Also,  because  of  its  rapid 
growth,  early  obstruction  of  the  4th  ventricle 
and  signs  of  increased  intracranial  pressure  and 
hydrocephalus  are  rather  consistent  findings. 

Surgery  and  radiation  therapy  are  the  tradi- 
tional therapeutic  approaches  to  patients  with 
medulloblastoma.  Generally,  the  surgeon  is 
unable  to  completely  resect  this  tumor  and 
gross  residual  disease  is  rather  frequent.  Not 
infrequently,  a ventricular  peritoneal  or  a ven- 
tricular atrial  shunt  may  need  to  be  placed  to 
relieve  significant  hydrocephalus. 

As  soon  as  post  operative  recoveiy  permits, 
radiation  therapy  begins.  The  whole  neuroaxis 
needs  to  be  included  in  the  therapy  fields  to 
inhibit  the  growth  of  any  tumor  cells  which  may 
have  been  seeded  to  the  spinal  column  or  cere- 
brum from  the  primary  tumor.  Because  of  the 
need  to  encompass  the  spinal  column  in  the 
radiation  fields,  a relative  shortening  of  the 
trunk  may  become  apparent  because  of  damage 
to  the  spinal  growth  plates.  The  younger  the 
child,  the  greater  the  degree  of  shortening. 
Scoliosis  may  also  occur,  but  is  infrequent.  Al- 
though there  are  few  reports  of  75  per  cent  or 
better  5-year  survivals  in  patients  who  were 
treated  with  post  operative  radiation,  most 
therapists  have  yet  to  achieve  better  than  50  per 
cent  5-year  survivals. Local  recurrence  and 
death  with  extensive  spinal  and  meningeal 
metastases  usually  occur  within  1-2  years  in  the 
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remainder.  Because  of  the  modest  responses  to 
irradiation  therapy  alone,  the  use  of 
chemotherapy  for  patients  with  medulloblas- 
toma is  being  investigated.  Several  institutions 
are  now  employing  post  operative 
chemotherapy  in  addition  to  radiation,  but  the 
results  are  preliminary  and  clear  efficacy  is  not 
yet  evident.^  At  The  Children’s  Hospital,  com- 
bination chemotherapy  for  medulloblastoma 
has  been  in  use  for  three  years,  and  our  experi- 
ence has  been  a positive  one.  Our  program 
employs  two  drugs:  CCNU  and  VM-26.  Both 
agents  have  produced  clinical  responses  as 
single  agents,  and  it  was  reasoned  that  their 
combination  may  produce  additive  or  synergis- 
tic results.  When  compared  with  an  historical 
group  of  patients  treated  with  radiation  alone, 
patients  who  received  adjuvant  chemotherapy 
have  faired  considerably  better.  While  a median 
survival  of  only  23  months  was  noted  for  ten 
patients  in  the  radiation  alone  group,  the  me- 
dian survival  for  a group  of  11  patients  who  are 
receiving  concurrent  chemotherapy  has  not  yet 
been  reached  but  is  currently  in  excess  of  40 
months,  survivals  ranging  from  6-38  months. 
More  than  one-half  of  these  patients  are  alive 
and  well  two  years  post-diagnosis.^Although  our 
data  suggests  a beneficial  role  for 
chemotherapy  in  medulloblastoma  patients, 
further  clinical  trials  are  needed  to  firmly  es- 
tablish its  efficacy. 

Ependymoma 

The  ependymona  arises  from  the  ependymal 
lining  cells  of  the  ventricular  system.  The 
majority  of  tumors  occur  within  the  area  of  the 
4th  ventricle,  although  tumors  may  also  arise 
from  rests  of  ependymal  cells  in  the  spinal  cord. 
These  tumors,  like  the  gliomas,  may  be  graded 
from  I-IV  as  to  their  degree  of  anaplasia.  Grade 
III  and  IV  tumors  are  highly  malignant  and 
behave  as  aggressively  as  the  medulloblas- 
tomas and  have  the  same  propensity  to  produce 
spinal  cord  seeding.^  Hydrocephalus  is  a promi- 
nent feature  of  these  tumors  because  of  their 
intraventricular  location.  Tumors  in  the  4th 
ventricle  may  produce  findings  identical  to  the 
medulloblastoma.^® 

As  with  the  astrocytoma  and  medulloblas- 
toma, a CAT  scan  or  brain  scan  will  generally 
demonstrate  a mass  if  the  tumor  is  in  or  above 


the  posterior  fossa.  Spinal  cord  tumors  are  best 
demonstrated  with  a myelogram,  although 
small  tumors  within  the  cord  may  produce 
symptoms  without  leading  to  significant 
radiographic  findings. 

Surgery  and  radiation  therapy,  as  in  the 
medulloblastoma  and  astrocytoma,  are  the 
major  forms  of  therapy.  While  an  occasional 
tongue-like  lesion  arising  from  the  4th  ventricle 
may  be  totally  excised,  total  excision  is  the  ex- 
ception rather  than  the  rule,  as  with  other  CNS 
tumors.®  Post  operatively,  radiation  is  given  to 
the  tumor  bed.  Such  therapy  is  sufficient  to  pro- 
duce cure  rates,  as  high  as  80  per  cent  in  the  low 
grade  tumors.®  In  high  grade  tumors,  whole 
brain  and  spinal  cord  irradiation  as  in  medul- 
loblastoma should  probably  be  added  because  of 
the  increased  incidence  of  spinal  cord  metas- 
tases  with  such  tumors.'^  The  addition  of 
chemotherapy  to  patients  with  ependymoma 
has  not  yet  been  adequately  studied  but  results 
of  early  trials  of  both  systemic  and  intrathecal 
therapy  have  not  produced  positive  results.^® 

Looking  Ahead 

It  seems  that  maximum  utilization  of  the  sur- 
gical and  radiotherapeutic  modalities  has  prob- 
ably been  reached  when  one  considers  host 
morbidity.'^  While  chemotherapy  has  signific- 
antly improved  survivals  in  most  other  pediat- 
ric malignancies,  its  role  in  brain  tumors  has 
not  yet  been  clearly  delineated.  With  the  possi- 
ble exception  of  medulloblastoma,  chemo- 
therapy does  not  yet  seem  to  have  significantly 
improved  the  prognosis  for  brain  tumors.  Some 
of  the  reasons  for  this  failure  relate  to  the  fact 
that  the  use  of  chemotherapy  for  these  tumors 
has  lagged  considerably  behind  that  accumu- 
lated in  other  tumors.  Because  of  past  inatten- 
tion to  these  tumors  by  oncologists  and  reluc- 
tance of  many  clinicians  to  refer  patients  for 
chemotherapy,  accumulated  experience  with 
this  therapeutic  modality  is  as  yet  insufficient. 
The  lack  of  agents  capable  of  penetrating  the 
blood  brain  barrier,  and  of  good  animal  models 
for  preclinical  studies  have  also  hindered  prog- 
ress. Many  of  these  latter  problems  have  now 
been  largely  overcome,  and  programs  with 
chemotherapy  are  now  being  initiated  at  sev- 
eral institutions  including  our  own.  ^®’ 
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At  the  present,  most  investigators  are  concen- 
trating their  efforts  on  the  high  grade  gliomas, 
brain  stem  tumors  and  medulloblastomas.  Be- 
cause prognosis  in  these  patients  with  post 


operative  radiation  therapy  is  generally  poor, 
any  significant  survival  advantage  imparted  by 
chemotherapy  should  be  relatively  easy  to  ob- 
serve.# 
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Pediatric  mediastinal  masses 


Jack  H.T.  Chang,  MD,  Denver,  Colorado 


The  majority  of  mediastinal  masses  produce 
symptoms  referrable  to  the  respiratory  andlor 
neurologic  systems.  Most  masses  will  require  his- 
tologic determination.  The  most  common  neoplasms 
are  neurogenic,  lymphogenous,  or  teratomatous  in 
origin.  All  have  a significant  incidence  of  malig- 
nancy. 

Introduction 

Any  aberrant  mass  found  by  chest 
roentgenography  should  be  considered  malig- 
nant until  proven  otherwise.  The  procedure  to 
determine  the  etiology,  histopathology  and 
stage  of  a mediastinal  mass,  benign  or  malig- 
nant, may  be  quite  involved,  requiring  the  com- 
bined expertise  of  the  radiologist,  oncologist, 
anesthesiologist,  surgeon,  and  pathologist. 
Usually,  surgical  intervention  is  necessary 
either  to  remove  the  offending  lesion  or  to  ob- 
tain a sample  of  the  parent  lesion  or  its  metas- 
tasis for  diagnosis. 

Anatomy 

The  author  prefers  to  use  the  classification  of 
Shields  in  which  the  mediastinum  is  divided 
into  the  anterior  mediastinum,  the  middle 
mediastinum  and  the  paravertebral  sulcus  (Fig. 
1).^  The  anterior  mediastinum  is  bounded  by 
the  sternum,  the  thoracic  inlet,  and  the  anterior 
border  of  the  heart.  The  middle  mediastinum 
is  triangulated  between  the  anterior  border  of 
the  heart,  the  diaphragm,  and  the  anterior  bor- 
der of  the  vertebral  bodies.  The  paravertebral 
sulcus  is  located  posterior  to  the  anterior  border 
of  the  vertebral  bodies. 


The  anterior  mediastinum  contains  the 
thymus  gland,  a few  lymph  nodes  embedded  in 
loose  areolar  tissue,  the  upper  trachea  and 
esophagus,  and  the  aortic  arch  and  its  branches. 
The  middle  compartment  includes  the  pericar- 
dium, heart,  great  vessels,  esophagus,  tracheal 
bifurcation,  main  stem  bronchi,  and  the  bronc- 
hial lymph  nodes.  The  paravertebral  sulcus 
holds  the  azygos  and  hemiazygos  veins,  a por- 
tion of  the  descending  aorta  and  the  sympathe- 
tic trunks. 

Incidence  and  Location 

The  most  common  tumors  of  the  mediastinum 
are  posterior  sulcus  in  location  and  neurogenic 
in  origin.  The  neuroblastoma,  its  less  malig- 
nant counterpart,  the  ganglioneuroblastoma 
and  the  benign  ganglioneuroma  account  for  the 
majority. 

Tumors  of  the  middle  mediastinum  are  usu- 
ally lymphatic  in  origin  and  designated  as 
Hodgkin’s  disease  and  non-Hodgkin’s  lym- 
phoma. Included  in  the  latter  group  are  malig- 
nant lymphomas  of  lymphocytic,  histiocytic  or 
stem  cell  types,  a number  of  mixed  or  unclas- 
sified types  and  Burkitt’s  lymphoma. 

In  the  anterior  mediastinum,  teratomas  and 
thymic  lesions  are  most  common.  Normally,  the 
thymus  is  the  most  common  roentgenographic 
mass  in  the  newborn  and  is  commonly  found  up 
to  two  years  of  age. 

A review  of  the  incidence  of  various  mediasti- 
nal masses  is  presented  in  Table  1.  Of  the  be- 
nign lesions,  bronchogenic  cysts,  duplications 
and  angiomatous  tumors  are  the  most  common 
and  approximately  equal  in  frequency. 
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TABLE  I 

2 

Incidence  of  Mediastinal  Masses  in  Reported  Series 
Number  of  Masses 


Heimburger  £ 

Haller  et  al 

Wh  r ttake  r 6 

Pokorny  6 

Bower  £ Kiese- 

Total 

Percentage 

Neurogenic  tumors 

Battersby ,^1965 

1969  ,8 

Lynnjp73 

Shermanjgl976 

wetter.'976;|j 

IkO 

32.6 

Lymphomas 

3 

9 

9 

27 

12 

60 

lA.O 

Te  ratomas 

k 

8 

21 

A 

5 

k2 

9.8 

Thymic  lesions 

6 

8 

A 

13 

6 

37 

8.6 

Bronchogenic  cysts 

8 

2 

5 

1 1 

6 

32 

7.5 

Other  tumors 

2 

13 

6 

6 

3 

30 

6.9 

Dup 1 i ca  t i ons 

3 

6 

7 

3 

1 1 

30 

7.0 

Angiomatous  tumors 

k 

k 

9 

7 

5 

29 

6.8 

Lymph  node  infection 

3 

9 

3 

3 

1 

19 

k.h 

Pericardial  cyst 

0 

1 

0 

0 

1 

2 

0.5 

Othe  r 

0 

2 

A 

0 

2 

8 

1 .9 

TOTAL 

h2 

80 

105 

109 

93 

k29 

100 

Clinical  Presentation 

While  an  occasional  mediastinal  mass  is 
found  incidentally,  the  majority  causes 
symptoms.  In  the  pediatric  age  group  these 
symptoms  are  most  often  reflected  through  the 
respiratory  and  neurologic  systems.  Due  to  the 
tumor  location  and  the  thoracic  capacity,  more 
severe  symptoms  are  found  in  the  younger  ages. 
Symptoms  include  stridor,  dyspnea,  and  cough 
from  tracheal  compression,  dysphagia  of 
esophageal  involvement  and  long  tract  signs  of 
spinal  cord  compression.  Hoarseness  from  re- 
current laryngeal  nerve  involvement  and  ven- 
ous congestion  of  superior  vena  caval  obstruc- 
tion are  unusual  in  the  pediatric  age  group  but 
portend  extensive  disease.  Bower  reports  a 
malignancy  rate  of  greater  than  50  per  cent  in 
severely  symptomatic  patients. ^ 

Investigation 

As  in  any  evaluation  the  first  step  is  a com- 
plete physical  examination.  While  most 
mediastinal  lesions  do  not  lend  themselves  to 
direct  palpation,  the  findings  of  a Horner’s  sign, 
long  tract  signs,  localized  inspiratory/expira- 
tory wheezing  or  hepatosplenomegaly  reflect 
upon  the  location  and  stage  of  the  tumor.  The 
discovery  of  an  accessible  metastatic  lesion  not 
only  reflects  stage  but  also  allows  for  tissue 
diagnosis  sparing  the  necessity  of  a 
thoracotomy. 

The  four  view  (anterior-posterior,  lateral,  ob- 
liques) roentgenographic  examination  of  the 
chest  usually  yields  the  most  information  and  is 
often  all  that  is  necessary  for  localization  and 
diagnosis.  Fluoroscopy  and  tomography  may 
further  delineate  tumor  characteristics  as  pul- 
sation, calcification,  degree  of  airway  obstruc- 


tion, or  rib  erosion.  In  posterior  sulcus  masses, 
the  thoracic  spine  films  should  be  scrutinized 
for  enlarged  neuroforamina.  When  found,  or  if 
long  tract  signs  are  present,  a myelogram  is 
indicated  to  ascertain  extradural  tumor  exten- 
sion. The  air  tracheogram  and  barium  esopha- 
gram  are  often  helpful  in  determining  the  ex- 
tent of  a mediastinal  lesion.  In  addition  to  a 
metastatic  bone  survey,  a bone  scan  may  be 
used  to  delineate  suspicious  areas  found  on 
routine  films  or  as  dictated  by  symptomatology. 
A gallium  citrate  scan  is  particularly  useful  in 
demonstrating  mediastinal  lymphomas  and 
lymph  node  metastases.  Ultrasound,  lymphan- 
giograms,  and  computed  tomography  are  of  li- 
mited use  in  pediatric  mediastinal  masses.  Ar- 
teriography is  also  of  limited  use  but  should  be 
employed  if  a primary  vascular  lesion  or  an 
aberrant  vessel  is  suspected.  Arteriography  in 
the  young  child,  and  certainly  in  the  infant, 
requires  great  expertise  and  any  possible  in- 
formation obtained  must  be  weighed  against 
the  risk  of  the  procedure. 

Bone  marrow  aspirate  and  biopsy  are  ob- 
tained for  staging  and  diagnosis  (neuroblas- 
tomas and  non-Hodgkin’s  lymphomas  often 
present  with  marrow  involvement).  In  addition 
to  the  routine  complete  blood  count  (including 
indices),  a coagulation  profile  (PT,  PTT,  platelet 
count),  hepatic  (LDH,  SGOT,  alkaline  phos- 
phatase, bilirubin,  total  protein)  and  renal 
(BUN,  creatinine)  functions  are  determined. 
Uric  acid,  serum  copper,  and  erythroctye 
sedimentation  rate  are  obtained  if  Hodgkin’s  or 
non- Hodgkin’s  lymphoma  is  suspected.  Urinary 
vanylmandelic  acid  and  catecholamines  are  ob- 
tained for  any  posterior  sulcus  mass.  A baseline 
-fetoprotein  is  indicated  in  any  anterior 
mediastinal  lesion.  Fungal  titers  and  skin  tests 
are  performed  to  establish  possible  infectious 
causes  as  well  as  to  determine  anergy. 
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In  most  instances,  the  final  investigation  is  to 
obtain  a tissue  specimen  for  histopathologic 
examination.  Not  infrequently,  pediatric 
tumors  require  electron  microscopic  examina- 
tion to  determine  subcellular  characteristics 
and  tissue  for  this  purpose  must  be  appro- 
priately prepared. 


Surgery 

The  surgical  approach  to  a large  mediastinal 
mass  must  be  well  planned  and  executed  to 
avoid  mortality  and  minimize  morbidity.  A 
preoperative  conference  with  the  pediatric 
anesthesiologist  to  discuss  positioning,  possible 
respiratory  problems,  and  potential  blood  loss  is 
mandatory. 

Most  posterior  mediastinal  masses  are  ap- 
proached through  a posterolateral  thoracotomy. 
If  tumor  extension  through  the  neuroforamina 
into  the  extradural  space  is  demonstrated 
preoperatively,  it  is  usually  advisable  to  resect 
the  extradural  component  prior  to  thoracotomy. 
Aggressive  transthoracic  resection  in  the 
neuroforamina  may  lead  to  hemorrhage  into 
the  spinal  canal  causing  compression  injury. 
The  surgeon  must  be  prepared  to  resect  any 
involved  ribs  and  chest  wall  en  bloc  with  the 
tumor  as  necessary. 

Unless  a mass  in  the  middle  mediastinum  is 
well  circumscribed  it  is  usually  not  amenable  to 
surgical  extirpation  as  the  majority  are  lym- 
phomatous  in  origin.  As  mediastinoscopy  and 
thoracoscopy  have  not  gained  wide  use  in  the 
pediatric  age  group,  a limited  thoracotomy  or  a 
transcostochondral  extrapleural  approach  is 
used.  In  this  latter  procedure,  a transverse  inci- 
sion is  made  from  the  lateral  sternal  border 
extending  horizontally  3 to  4 centimeters  over 
the  costochondral  cartilage.  The  pericondrium 
is  opened  and  the  cartilage  removed.  As  the 
mediastinum  is  entered,  care  is  taken  to  protect 
and  displace  the  pleura,  thereby  preventing  a 
pneumothorax.  The  biopsy  is  taken  and  the 
wound  closed  in  layers. 

Not  infrequently,  lymphomas  of  the  medias- 
tinum involve  both  the  anterior  and  middle 
compartments.  Therefore,  unless  an  anterior 
mediastinal  mass  is  limited  in  size  or  has  obvi- 
ous characteristics  of  a resectable  lesion,  a 
biopsy  to  confirm  the  tissue  diagnosis  is  advis- 
able prior  to  subjecting  the  child  to  a formal 
median  sternotomy. 


Fig.  1.  Anatomic  division  of  mediastinum. 

a.  anterior  mediastinum 

b.  middle  mediastinum 

c.  Posterior  sulcus 


In  an  obviously  unresectable  malignant 
tumor,  an  initial  trial  of  chemotherapy  and/or 
radiation  therapy  (after  tissue  diagnosis)  may 
reduce  the  tumor  bulk  to  a resectable  size.  After 
tumor  resection,  the  extent  of  the  resected  or 
remaining  mass  should  be  marked  with  hemo- 
clips  to  assist  in  limiting  the  radiation  field  and 
to  follow  tumor  regression  or  extension. 

Occasionally,  a child  will  present  with  such 
marked  respiratory  distress  that  emergency 
surgical  decompression  is  necessary  (Fig.  2). 
Fortunately,  most  patients  with  respiratory 
distress  can  be  supported  and  treated  with  radi- 
ation or  drugs  prior  to  surgery.  Lymphomatous 
lesions  usually  respond  to  corticosteriod 
therapy  (Prednisone  dO-GOmg/M^/day)  with 
dramatic  results  (Figs.  3a,  b).  Radiation  is  not 
advisable  in  the  face  of  marked  respiratory  oc- 
clusion as  this  mode  of  therapy  will  cause 
tumor/tissue  edema  prior  to  shrinkage  and  may 
result  in  total  airway  obstruction.  In  low 
tracheobranchial  obstructions  it  may  be  neces- 
sary to  perform  an  emergency  thoracotomy  and 
establish  an  airway  at  the  bifurcation  of  the 
trachea.  If  time  permits  and  the  facilities  are 
available,  partial  bypass  may  be  used  for  respi- 
ratory support  prior  to  thoracotomy.'^ 
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Fig.  2.  Neuroblastoma  causing  marked  respiratory  distress  and  left 
bronchial  narrowing  (arrows). 


cent  to  fifteen  per  cent  of  all  duplications  are 
found  in  the  mediastinum  (two-thirds  on  the 
right  side).  Vertebral  anomalies  reflecting  a 
common  embryologic  disturbance  at  the  time  of 
the  separation  of  the  neuroenteric  canal  are 
occasionally  found  with  thoriacic  duplications. 
Respiratory  symptoms  are  found  in  the  new- 
born while  gastrointestinal  bleeding,  dys- 
phagia, or  pain  are  presenting  symptoms  of 
older  patients.  During  removal,  care  must  be 
taken  to  prevent  injury  to  the  esophagus  if  a 
common  wail  is  found  as  well  as  to  look  for 
transdiaphragmatic  extensions.® 

Angiomatous  Lesions:  Vascular  and  lym- 
phatic anomalies  are  usually  cavernous 
hemangiomas  or  cystic  hygromas.  Predomi- 
nantly in  the  anterior  mediastinum,  symptoms 
are  usually  referrable  to  the  respiratory  system. 
Hemangiomas  have  been  reported  to  bleed  into 
the  pleural  space  or  extend  into  the  spinal  canal 
and  cause  compression.  Cystic  hygromas  of  the 
mediastinum  usually  have  extensions  into  the 
cervical  neck  area  and  are  palpable  on  physical 
examination.  Conservative  excision  of  an  an- 
giomatous lesion  may  be  performed  as  recur- 
rence or  malignant  degeneration  is  exceedingly 
rare.  Mediastinal  extensions  of  cervical  cystic 
hygromas  need  not  be  excised.® 


Specific  Lesions 

Of  the  benign  mediastinal  lesions,  bron- 
chogenic cysts,  duplications  and  angiomatous 
malformations  predominate. 

Bronchogenic  Cysts:  Usually  found  in  the 
middle  mediastinum  near  the  carina,  bron- 
chogenic cysts  are  normally  asymptomatic  in 
the  child  but  may  cause  severe  respiratory  dis- 
tress in  the  newborn.  Microscopically,  these 
cysts  may  contain  any  or  all  of  the  tissues  nor- 
mally present  in  the  trachea  or  bronchi.  The 
contained  fluid  may  be  clear  or  gelatinous  and  if 
communication  with  the  tracheobronchial  tree 
is  present,  an  air-fluid  level  may  be  seen. 
Thoracotomy  and  excision  resolve  the  problem.^ 

Duplications:  These  cystic  or  tubular  struc- 
tures are  found  in  the  middle  mediastinum  or 
posterior  sulcus.  They  may  or  may  not  share  a 
common  wall  with  the  esophagus,  but  the 
epithelial  lining  of  these  structures  resembles 
some  portion  of  the  alimentary  canal.  Ten  per 


Neurogenic  Tumor:  ’’  ® Approximately  70 
percent  of  mediastinal  neurogenic  tumors  are 
malignant  with  neuroblastoma  the  most  com- 
mon form.  Fifteen  percent  of  all  neuroblastomas 
arise  from  the  sympathetic  chain  located  in  the 
posterior  sulcus  of  the  mediastinum. 

Staging  is  done  as  described  by  Evans: 


Stage  I Tumor  confined  to  the  organ  or 
structure  of  origin. 

Stage  n Tumor  extending  in  continuity  be- 
yond the  organ  or  structure  of  ori- 
gin but  not  crossing  the  midline. 
Regional  lymph  nodes  on  the  ip- 

silateral  side  may  be  involved. 


Stage  III  Tumor  extending  in  continuity  be- 
yond the  midline.  Regional  lymph 
nodes  may  be  involved  bilaterally. 

Stage  IV  Remote  disease  involving  the  skele- 
ton, organs,  soft  tissue  and  distant 
lymph  node  groups. 
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Stage  IV -S  Patients  who  would  otherwise  be 
stage  I or  II  but  who  have  remote 
disease  confined  to  liver,  skin  or 
bone  marrow,  and  who  have  no 
radiographic  evidence  of  bone 
metastases  on  complete  skeletal 
survey. 


Histologically,  the  neurogenic  family  of 
tumors  presents  a spectrum  of  neoplasia  from 
the  malignant  neuroblastoma  to  the  benign 
ganglioneuroma.  It  is  thought  that  a 
ganglioneuroma  results  from  the  spontaneous 
maturation  of  a neuroblastoma.  Ganglio- 
neuromas are  found  predominantly  in  the  chest 
of  older  children.  Ganglioneuroblastomas  con- 
taining both  benign  and  malignant  cells  gener- 
ally have  a favorable  outlook  although  metas- 
tases have  been  reported  and  therapy  is  usually 
directed  at  the  most  malignant  component. 

Clinically,  50  per  cent  of  patients  with 
neuroblastoma  present  before  the-age  of  two 
years.  Unfortunately,  50  to  70  per  cent  have 
established  metastases  at  presentation.  The 
most  common  manifestation  of  a mediastinal 
neuroblastoma  is  respiratory  with  dyspnea, 
tachypnea,  wheezing  and  stridor.  A significant 
number  ( 10-20  per  cent)  present  with  paralysis 
secondary  to  extradural  spinal  cord  compres- 
sion. These  dumbbell -shaped  tumors  originate 
in  the  sympathetic  chain,  penetrate  the 
neuroforamina  and  enlarge  within  the  spinal 
canal.  High  sympathetic  chain  tumors  may  de- 
monstrate the  Horner’s  syndrome.  Other  modes 
of  presentation  such  as  scoliosis,  pleural  effu- 
sion or  polymyoclonus-opsoclonia  are  uncom- 
mon. The  time  from  the  onset  of  symptoms  to 
diagnosis  is  usually  short. 

Diagnostic  and  laboratory  workup  should  in- 
clude four  view  roentgenograms  of  the  chest  and 
thoracic  spine.  Any  suspicion  of  extradural  ex- 
tension of  spinal  cord  compression  must  be 
studied  by  myelography.  Skeletal  survey  and/or 
bone  scan  is  performed  to  establish  bony  metas- 
tases. Bone  marrow  aspiration  and  biopsy  are 
positive  in  a significant  percentage  of  patients. 
Urinary  excretions  of  vanilmandelic  acid, 
homovanillic  acid  and  catecholamines  are  ele- 
vated in  approximately  70  per  cent  of  cases. 

The  great  majority  of  mediastinal  neuroblas- 
tomas can  be  totally  resected.  Those  with  ex- 
tradural extensions  should  be  approached  via 
laminectomy  prior  to  thoracotomy.  More  than 


Fig.  3.  a.  Non-Hodgkin’ s lymphoma  at  presentation  with  severe 
tracheal  obstruction 


one  sympathetic  ganglion  may  be  involved  and 
their  proximity  and  adherence  to  the  great  ves- 
sels must  be  considered  in  attempting  a total 
resection.  Debulking  of  neuroblastomas  is  of 
questionable  therapeutic  value  but  the  possible 
resulting  hemorrhage  is  well  established.  It  is 
much  the  better  part  of  valor  to  consider 
radiotherapy  and/or  chemotherapy  and  attempt 
a second  operation  on  a smaller  tumor  mass. 

Neuroblastomas  are  exceedingly  radiosensi- 
tive but  rarely  radiocurable.  In  prescribing 
preoperative  or  postoperative  radiation,  one 
must  take  into  account  the  tolerance  of  the  ver- 
tebral bodies,  lung  and  spinal  cord.  Generally, 
in  the  thorax,  the  fields  can  be  chosen  quite 
precisely.  The  whole  width  of  the  vertebral  body 
is  usually  included  within  the  radiation  field  to 
prevent  delayed  spinal  deformation  and  after 
2,500  rads,  the  spine  must  be  shielded. 

Unfortunately,  uniformity  of  opinions  re- 
garding chemotherapy  does  not  exist.  This  is 
attested  to  by  the  numbers  of  drugs  and  pro- 
tocols available  for  use  in  neuroblastoma.  The 
more  commonly  used  drugs  are  vincristine,  cy- 
clophosphamide, imidazole  carboxamide,  and 
adriamycin.  None  of  these  drugs  alone  or  in 
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b.  Forty-eight  hours  after  therapy  with  prednisone  JmgiKgIday 


combination  show  uniform  results.  Chemo- 
therapy will  produce  tumor  regression  in  a 
majority  of  instances  however,  and  may  result 
in  making  the  tumor  surgically  resectable  at  a 
later  date. 

Thus  far,  the  type  and  length  of  therapy  have 
been  dictated  by  the  age  of  the  patient  and  the 
stage  of  the  lesion.  Usually,  stage  I lesions  are 
totally  resected  and  no  further  therapy  given.  If 
residual  tumor  exists,  radiation  is  given.  In 
stage  II  and  III  lesions,  incomplete  extirpation 
is  followed  by  radiation  and  chemotherapy. 
Stage  IV  lesions  are  generally  treated  by 
chemotherapy  with  radiation  given  only  for 
control  of  symptoms.  As  stage  IV-S  patients  are 
usually  infants  with  diffuse  metastases,  low 
dose  radiation  and  chemotherapy  are  given  to 
affect  metastatic  regression  followed  by  surgi- 
cal resection  of  the  primary.  In  some  instances 
of  IV-S  disease  resection  of  the  primary  has 
been  followed  by  total  regression  of  all  metasta- 
tic disease. 

The  prognosis,  as  the  therapy,  is  age  and 
stage  dependent.  Unfortunately,  survival  has 
not  greatly  improved  over  the  past  50  years. 
Infants  less  than  one  year  of  age  have  a greater 
than  60  per  cent  two  year  survival  rate.  Be- 
tween one  and  two  years,  survival  diminishes  to 
approximately  30  per  cent  and  over  two  years  of 
age  at  presentation  overall  survival  is  less  than 
10-20  per  cent.  The  finding  of  lytic  bone  lesions 
is  of  grave  prognostic  import  although  occa- 
sional cures  are  seen.  Infants  with  stage  IV-S 


disease,  on  the  other  hand,  have  a greater  than 
50  per  cent  chance  of  prolonged  survival. 

Obviously,  our  understanding  of  the  biology 
of  neuroblastoma  is  limited.  Until  such  know- 
ledge is  available,  therapy  must  be  of  a 
generalized  nature  aimed  at  rapidly  dividing 
cells. 

Lymphomas:®’  Malignant  lymphomas  of 
the  Hodgkin’s  and  non-Hodgkin’s  (NHL)  type 
are  discussed  in  separate  papers.  Sixty-five  per 
cent  of  Hodgkin’s  and  15  per  cent  of  NHL  pre- 
sent with  predominantly  mediastinal  involve- 
ment. Presentation  is  usually  related  to  respi- 
ratory distress  which  occasionally  requires 
emergency  thoracotomy  and  decompression. 
The  rather  extensive  mass  commonly  involves 
both  the  anterior  and  middle  mediastinum. 
Usually  cervical  or  supraclavicular  lymph 
nodes  are  in  evidence  with  Hodgkin’s  disease 
and  diagnosis  does  not  require  thoracotomy. 
NHL  has  a significant  incidence  of  bone  marrow 
involvement  and  30-90  percent  of  cases  develop 
bone  marrow  and  peripheral  blood  findings  in- 
distinguishable from  acute  lymphocytic 
leukemia. 

In  the  face  of  acute  respiratory  distress  from 

tracheal  compression,  intubation  may  tem- 
porarily relieve  the  situation  until  either  radia- 
tion or  steriods  are  given.  As  noted  earlier,  cau- 
tion must  be  exercised  when  radiation  is  consi- 
dered in  the  face  of  marked  respiratory  com- 
pression as  radiation  causes  tissue/tumor 
edema  prior  to  shrinkage.  NHL  is  exceedingly 
sensitive  to  steroids  and  Prednisone  at  40- 
60mg/M^/day  will  cause  marked  shrinkage 
within  24-48  hours.  When  biopsy  is  necessary, 
the  technic  of  limited  thoracotomy  or  transcos- 
tochondral  biopsy  is  used.  In  Hodgkin’s  disease, 
staging  celiotomy  is  performed  and  radiation 
and/or  chemotherapy  started.  The  results  of 
Hodgkin’s  disease  and  NHL  are  quite  different 
and  are  discussed  in  accompanying  papers. 

Teratoma:”  Ten  per  cent  of  teratomas  are 
found  in  the  anterior  mediastinum.  Approxi- 
mately 20  per  cent  of  mediastinal  teratomas  are 
malignant  and  are  more  likely  to  occur  in 
males.  By  definition,  teratomas  contain  ele- 
ments of  all  three  embryonic  tissues,  i.e.  endod- 
ermal,  mesodermal  and  ectodermal.  In  the  an- 
terior mediastinum,  the  teratoma  enlarges 
until  it  causes  respiratory  compression.  On 
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roentgenographic  studies,  calcification  is  com- 
monly seen  although  tomograms  may  be  neces- 
saiy . Chest  x-rays  and  bone  survey  are  obtained 
for  staging.  Alpha-fetoprotein,  a protein  of  emb- 
ryonal origin,  is  elevated  in  approximately 
two-thirds  of  patients  with  malignant 
teratoma. 

Surgical  approach  is  best  accomplished 
through  a median  sternotomy.  "^Tiile  complete 
extirpation  is  ideal,  tumor  extension  involving 
vital  structures  may  prevent  resection.  When 
initial  resection  is  not  possible,  a course  of 
chemotherapy  may  reduce  the  tumor  to  a suita- 
ble size.  Unfortunately,  radiotherapy  is  of  li- 
mited use  as  teratomas  are  relatively  insensi- 
tive to  low  doses  and  high  doses  are  prohibitive 
due  to  the  untoward  side  effects.  Combination 
chemotherapy  with  actinomycin-D,  cyclophos- 
phamide and  methotrexate  have  had  saiutory 
results  in  tumor  shrinkage.  Unfortunately, 
their  effects  on  individual  embryonic  elements 
are  variable  and  while  short  term  results  are 
encouraging  curability  is  rare.  Overall  survival 


is  directly  related  to  the  completeness  of  surgi- 
cal extirpation. 

Miscellaneous  Lesions’^  Lesions  of  thymic 
origin  include  hyperplasia,  benign  and  malig- 
nant thymomas,  cysts  and  teratomas.  Biopsy 
followed  by  resection  is  the  usual  mode  of 
therapy.  Pericardial  cysts  commonly  located  at 
the  right  anterior  cardiophrenic  angle  are  found 
incidentally.  Their  removal  is  usually  to  rule 
out  malignancy  from  other  sources.  Menin- 
goceles are  frequently  associated  with 
generalized  neurofibromatosis  and  kyphos- 
coliosis. Diagnosis  is  made  by  myelography  and 
surgery  is  not  indicated.  Intrathoracic  lipomas 
are  rare  in  the  pediatric  age  group  but  require 
excision  to  discern  the  histology.  Finally, 
tumors  of  the  thyroid,  parathyroid,  heart,  diap- 
hragm, and  chest  wall  may  all  present  as 
mediastinal  masses.  Workup  of  these  masses 
may  become  quite  involved  but  eventually 
thoracotomy  or  median  sternotomy  is  necessary 
for  diagnosis  and  therapy.  • 
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Evaluation  of  abdominal  masses 
in  infants  and  children 


Since  most  childhood  abdominal  tumors  are 
relatively  silent,  the  first  presenting  symptom 
is  a palpable  abdominal  mass.  However,  only 
about  half  of  the  palpable  abdominal  masses 
turn  out  to  be  tumors,  and  in  most  cases  a rela- 
tively simple  evaluation  is  all  that  is  required  to 
come  to  a definite  diagnosis.  Therefore,  all 
primary  care  physicians  who  deal  with  children 
should  be  skilled  in  the  clinical  evaluation  of 
abdominal  masses.  The  initial  history  should 
determine: 

1.  When  and  how  the  mass  was  noted? 

2.  Has  it  changed  in  size,  shape  or  location? 

3.  Has  the  child  gained  or  lost  weight? 

4.  Does  the  child  appear  to  have  abdominal 
pain  or  pain  in  the  extremities? 

5.  Does  he  have  respiratory  symptoms? 

6.  Has  there  been  a change  in  appetite  or 
bowel  habits? 

7.  Has  there  been  hematuria? 

8.  Has  there  been  jaundice  or  scleral  icterus? 

The  physical  examination  can  give  a great 
deal  of  information  concerning  the  nature  of  the 
mass.  A general  assessment  of  the  child’s  ap- 
pearance and  level  of  activity  can  be  extremely 
helpful.  If  the  child  is  pale  and  listless  with 
wasted  arms  and  a protuberant  abdomen,  the 
mass  is  very  likely  to  be  a tumor,  although  such 
conditions  as  Hirschsprung’s  disease  with  a 
large  amount  of  firm  stool  in  the  colon  can 
mimic  the  appearance  of  a child  with  extensive 
intra-abdominal  tumor.  Similarly,  the  child 
with  a blood  dyscrasia  and  splenomegaly  may 
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appear  pale  and  listless  with  a large  protuber- 
ant abdomen.  Physical  examination  should  also 
look  for  scleral  icterus,  palpable  lymph  nodes  in 
the  neck,  supraclavicular  areas,  and  axillae. 
Evidence  of  increased  venous  pattern  over  the 
abdomen  may  indicate  a large  retroperitoneal 
tumor  with  vena  cava  compression.  Likewise,  a 
flaring  lower  rib  cage  may  indicate  that  the 
mass  has  been  present  for  some  time  and  that 
the  growing  ribs  have  adapted  to  the  presence  of 
the  mass. 

On  palpation  of  the  abdomen,  it  should  be 
noted  whether  the  mass  is  separable  from  the 
liver,  whether  the  liver  is  enlarged  and  whether 
the  spleen  is  palpable.  It  should  also  be  noted 
whether  the  mass  is  round  or  smooth  and 
whether  it  crosses  the  midline.  If  the  mass  is 
fixed  and  does  not  move  with  respiration,  it  is 
very  likely  to  be  a retroperitoneal  tumor.  If  the 
surface  of  the  tumor  is  smooth,  cystic  and  ap- 
pears to  rise  in  the  flank,  there  is  at  least  a 50 
per  cent  chance  that  it  is  a hydronephrotic  kid- 
ney. In  children  under  one  year  of  age,  trans- 
lumination  of  the  flank  with  a bright  light, 
especially  a fiberoptic  light,  will  often  show  the 
characteristic  orange  glow  of  a hydronephrotic 
kidney.  If  the  mass  does  not  transluminate,  it  is 
much  more  likely  to  be  a solid  tumor.  A neurob- 
lastoma feels  rock-hard  to  palpation,  has  an  ir- 
regular surface  and  may  cross  the  midline.  If 
the  surface  is  relatively  smooth,  the  mass  is 
much  more  likely  to  be  a Wilms’  tumor  or  a 
retroperitoneal  rhabdomyosarcoma.  Wilms’ 
tumors  can  feel  irregular  but  the  projections  are 
often  cystic  and  mimic  a multicystic  kidney. 
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Polycystic  kidneys  are  rarely  palpable  before 
the  age  of  eight  to  ten  years.  They  are  heredit- 
ary in  about  50  per  cent  of  cases  and  always 
involve  both  kidneys.  Multicystic  kidneys  are 
congenital,  usually  palpable  at  birth,  are  uni- 
lateral and  rarely  hereditary.  The  multicystic 
variant  of  Wilms’  tumor  can  feel  and  look  like  a 
multicystic  kidney  and  since  multicystic  kid- 
neys do  not  function,  early  removal  is  desirable. 

Rectal  exam  is  essential  in  evaluating  an  ab- 
dominal mass.  Constipation  and  Hirsch- 
sprung’s disease  can  frequently  be  excluded  on 
initial  rectal  exam.  Also,  retroperitoneal 
tumors  can  frequently  be  felt  on  rectal  exam 
and  the  mobility  of  the  tumor  assessed.  Horse- 
shoe kidneys  can  usually  be  diagnosed  on  rectal 
exam  as  a firm,  smooth  isthmus  of  tissue  cros- 
sing the  sacral  promontory  behind  the  rectum. 

Examination  of  the  extremities  can  also  be 
helpful  in  evaluation  of  abdominal  masses.  If 
the  child  does  not  move  an  extremity  or  seems  to 
protect  it,  it  may  be  from  a painful  metastasis. 
Excessive  bruising  may  indicate  low  platelets 
from  bone  marrow  replacement  or  excess  trap- 
ping of  platelets  in  the  spleen. 

After  the  thorough  physical  examination,  a 
few  routine  laboratory  studies  will  be  very  help- 
ful. A routine  hemoglobin  and  hematocrit  will 
indicate  the  presence  or  absence  of  anemia. 
Children  with  neuroblastoma  are  very  likely  to 
be  anemic  whereas  children  with  a Wilms’ 
tumor  usually  have  a normal  or  even  slightly 
increased  hematocrit.  Children  with  massive 
liver  tumors  usually  have  normal  hematocrits, 
whereas  those  with  a neuroblastoma  metastatic 
to  the  liver  usually  have  a markedly  diminished 
hematocrit.  Platelet  count  and  differential  are 
also  helpful.  Large  tumors,  especially  Wilms’ 
tumors,  may  have  necrotic  areas  that  release 
tissue  thromboplastin  and  initiate  chronic,  low 
grade  intravascular  coagulation. 

Urinalysis  can  be  most  helpful  although  chil- 
dren with  either  Wilms’  tumor  or  massive  hyd- 
ronephrosis may  have  a completely  normal 
urine.  The  presence  of  gross  or  microscopic 
hematuria  in  a child  with  an  abdominal  mass  is 
highly  suggestive  of  a Wilms’  tumor.  Urine 
specimens  for  VMA  and  HVA  are  collected  prior 
to  surgery.  If  the  tumor  proves  to  be  a neuro- 
blastoma, the  levels  of  the  two  substances  will 
be  elevated  in  70  per  cent  of  cases.  Following 
serial  levels  postoperatively  is  helpful  in  follow- 
ing the  tumor  response. 


At  the  time  of  initial  blood  studies,  it  is  usu- 
ally worthwhile  to  determine  the  liver  function 
and  also  send  a specimen  to  the  blood  bank. 
Abnormal  liver  function  studies  point  towards 
either  a primary  liver  tumor  or  the  presence  of 
liver  metastases.  An  elevated  lactic  dehyd- 
rogenase (LDH)  is  usually  associated  with  a 
neoplasm  and  should  not  be  elevated  with  any 
benign  cystic  lesion  of  the  kidney,  bowel  or 
mesentery. 


ABDOMINAL  MASSES  IN  INFANTS 

1.  Hydronephrosis 

2.  Multicystic  kidney 

3.  Wilms’  tumor 

4.  Neuroblastoma 

5.  Intrauterine  bowel 
perforation 

6.  Hydrometrocolpos 

ABDOMINAL  MASSES 
IN  OLDER  CHILDREN 

1.  Hydronephrosis 

2.  Wilms’  tumor 

3.  Neuroblastoma 

4.  Hepatoblastoma 

5.  Lymphoma 

6.  Abscess 

7.  Omental  cyst 

8.  Ovarian  teratoma 

9.  Splenomegaly 

A.  Portal  hypertension 

B.  Blood  dyscrasia 

C.  Infection 

10.  Other  masses 


Initial  radiographic  examination  should  start 
with  an  upright,  supine  and  lateral  abdominal 
X-ray,  including  the  diaphragms  and  pelvis. 
The  specific  information  that  can  be  obtained 
includes  the  presence  or  absence  of  calcification, 
the  gas  pattern  or  displacement  of  bowel,  the 
position  of  the  liver  edge  and  the  spleen  size. 
Flecks  of  calcium  in  a retroperitoneal  tumor  are 
highly  suggestive  of  a neuroblastoma,  although 
other  tumors  can  calcify.  About  five  per  cent  of 
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Fig.  la  Typical  appearance  of  left  Wilms' 
tumor  on  intravenous  pyelogram.  Note  mass 
lesion  with  distorted  upper  calyx.  Fig.  lb 
Appearance  of  tumor  after  removal.  Fig.  Ic 
Cross  section  of  Wilms'  tumor.  Note  that 
there  is  rim  of  functioning  renal  tissue  at 
upper  pole  that  was  visualized  in  Fig.  la. 


Wilms’  tumor  contains  calcium  but  the  pattern 
tends  to  be  an  "eggshell”  configuration  and  pre- 
sumably surrounds  spherical  areas  of  necrosis 
within  the  tumor.  About  half  of  the  neuroblas- 
tomas contain  calcium  but  this  is  distributed  as 
small  flecks  throughout  all  or  most  of  the  tumor. 
Hepatoblastomas  can  also  calcify  and  the  la- 
teral abdominal  X-ray  should  tell  whether  the 
calcification  is  within  the  liver  or  in  the  re- 
troperitoneum. 

Routine  PA  and  lateral  chest  films  as  well  as 
oblique  views  should  be  obtained  in  all  children 
suspected  of  having  intra-abdominal  tumors. 
The  Wilms’  tumor  and  hepatoblastoma  fre- 
quently metastasize  to  the  lungs.  About  one- 
third  of  all  children  seen  for  the  first  time  with  a 
hepatoblastoma  have  multiple  pulmonary 
metastases  and  about  20  per  cent  of  children 


with  Wilms’  tumor  have  metastases  at  the  time 
of  their  first  examination.^  The  oblique  views 
are  of  great  importance  in  examining  the  lung 
fields  directly  anterior  and  posterior  to  the 
heart  and  great  vessels.  Retroperitoneal  spread 
of  a neuroblastoma  frequently  shows  widening 
of  the  paraspinous  areas  most  easily  seen  on  a 
chest  X-ray. 

In  most  instances,  an  intravenous  pyelogram 
is  the  next  study  to  be  obtained.  Children  with  a 
neuroblastoma  arising  in  the  adrenal  medulla 
usually  have  the  ipsilateral  kidney  displaced 
inferiorly  and  the  upper  pole  displaced  later- 
ally. Tlie  calyces  are  usually  completely  normal 
and  only  the  position  of  the  kidney  is  abnormal. 
Neuroblastomas  arising  in  the  parasympathe- 
tic ganglia  are  likely  to  displace  either  the  kid- 
ney or  the  ureter  laterally.  Neuroblastomas 
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arising  in  the  organs  of  Zuckerkandl  typically 
do  not  displace  the  ureter  or  kidneys.  Adrenal 
hemorrhage,  however,  can  mimic  neuroblas- 
toma in  infancy.^ 

An  intravenous  pyelogram  of  a child  with  a 
Wilms’  tumor  will  usually  show  distortion  of  the 
calyces  on  the  involved  side.  As  a general  rule, 
any  distortion  of  calyces  is  due  to  an  intrinsic 
renal  mass  and  rarely  results  from  extrinsic 
compression.  Most  kidneys  sufficiently  hy- 
dronephrotic  to  be  palpable  will  show  no  func- 
tion on  routine  pyelogram.  Rarely  a kidney  in- 
volved with  Wilms’  tumor  will  also  show  no 
function.  In  such  cases,  the  renal  vein  has  often 
become  occluded  by  direct  extension  of  the 
tumor  into  the  venous  system. 

A horseshoe  kidney  may  also  cause  some  con- 
fusion because  of  the  abnormal  position  and 
orientation  of  the  calyces.  The  abnormalities 
are  bilateral  and  often  best  seen  on  lateral  or 
oblique  views.  The  palpable  portion  or  the 
horseshoe  kidney  is  usually  the  bridge  between 
the  lower  poles  and  consequently  it  is  palpable 
over  the  sacral  promontory.  The  combination  of 
a smooth  midline  mass  over  the  sacral  promon- 
toiy  with  abnormal  calyces  bilaterally  is  highly 
suggestive  of  horseshoe  kidney.  The  ureters  are 
also  likely  to  be  abnormally  placed  and  fre- 
quently are  duplicated  on  one  or  both  sides. 

Ovarian  tumors,  pelvic  neuroblastomas,  and 
primary  bone  tumors  within  the  pelvis  may  all 
cause  displacement  of  the  bladder. 

A barium  enema  may  be  of  help  in  the  occa- 
sional case  where  the  above  studies  have  not 
proven  diagnostic.  Since  primary  bowel  tumors 
are  virtually  unheard  of  in  children,  the  pur- 
pose of  the  barium  enema  is  to  outline  the  tumor 
by  its  displacement  of  the  colon.  In  most  cases 
neither  an  upper  GI  series  nor  a barium  enema 
is  of  any  diagnostic  value  in  abdominal  tumors. 

In  the  occasional  case,  special  studies  may  be 
necessary  for  complete  evaluation  of  an  abdom- 
inal mass.  Ultrasound  is  extremely  helpful  in 
outlining  hydronephrosis  because  of  the  sharp 
echo  return  from  the  tissue-fluid  interface.^ 
Any  non-functioning  kidney  should  be 
examined  by  ultrasound  to  differentiate  be- 
tween absent  kidney,  tumor,  and  hydroneph- 
rosis. It  can  also  help  in  delineating  the  extent 
of  retroperitoneal  tumors.  As  the  versatility 
and  accuracy  of  ultrasound  increases,  it  will 
undoubtedly  become  more  widely  used  because 
it  is  non-invasive  and  has  no  known  side  effects. 


Fig.  2 Typical  appearance  of  left  neuroblastoma  on  intravenous 
pyelogram.  Note  that  left  kidney  is  displaced  inferiorly  and  laterally, 
but  calyces  are  normal.  Note  also  soft  tissue  widening  of  right 
paraspinous  area  indicating  extension  of  tumor. 

Any  child  with  a large  irregular  mass  that  cros- 
ses the  midline  should  be  considered  for  ul- 
trasound evaluation  prior  to  any  surgical  attack 
on  the  mass.  The  contralateral  kidney  and  ad- 
renal can  also  be  evaluated  for  second  tumors  or 
metastases.  Intra-abdominal  masses  are  less 
suitable  for  ultrasound  examination  because  of 
the  attenuation  of  the  signal  cause  by  overlying 
bowel  gas.  If  ultrasound  is  to  be  performed,  it 
should  be  completed  prior  to  any  barium  or 
other  contrast  studies  other  than  the  intraven- 
ous pyelogram. 

The  computerized  axial  tomographic  scan 
(CAT  scan)  can  be  of  help  in  some  cases,  al- 
though again  most  children  do  not  require  this 
study  in  evaluation  of  their  mass.  The  CAT  scan 
can  be  of  value  in  detecting  very  small  tumors 
and  also  in  detecting  metastases  in  the  liver  or 
lung.  When  performed  with  contrast  material 
in  the  urinary  tract,  it  gives  excellent  outline  of 
the  collecting  system  and  shows  even  subtle 
displacement  of  the  ureter. 

In  the  past,  an  inferior  venacavogram  was 
considered  an  important  part  of  evaluation  of 
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abdominal  masses.  I personally  find  them  of 
little  use  since  total  occlusion  of  the  cava  does 
not  necessarily  mean  that  there  is  tumor  within 
the  cava.  Frequently  the  cava  is  compressed  by 
the  expanding  retroperitoneal  mass  but  the 
wall  is  not  invaded  by  the  tumor  and  the  lumen 
is  free  of  tumor. 

Aortography  or  selective  arteriography  can 
be  of  help  in  selected  cases.  I personally  use  it 
mainly  in  preoperative  evaluation  of  children 
with  an  intrinsic  liver  tumor.  The  angiogram 
gives  essential  information  concerning  the 
blood  supply  to  the  right  and  left  lobes  of  the 
liver  and  also  give  the  best  information  concern- 
ing the  resectability  of  the  tumor.  Hepatic  ar- 
teriography can  also  be  helpful  in  outlining 
metastases  from  a neuroblastoma,  although 
such  metastases  do  not  necessarily  preclude 
operative  removal  of  the  primary  tumor.  In 
most  other  instances  the  cost,  risk  and  delay  in 
the  definitive  therapy  related  to  arteriography 
are  not  worth  the  information  gained. 

Planning  the  Operative  Approach 

At  the  completion  of  the  workup,  it  is  impera- 
tive for  the  surgeon  to  review  all  of  the  material 
and  discuss  the  overall  approach  to  the  patient 
with  an  experienced  pediatric  oncologist.  In  all 
cases  the  oncologist  should  be  involved  in  the 
patient’s  workup  and  long-term  therapy  plans. 

The  child  with  a relatively  small  cir- 
cumscribed mass  without  evidence  of  systemic 
spread  presents  no  particular  problems  to  the 
surgeon.  The  approach  should  always  be  trans- 
abdominal to  give  wide  exposure  of  the  tumor 
and  its  blood  supply  and  also  for  careful  evalua- 
tion of  possible  distant  spread.  It  is  unwise  to 
remove  even  a small  neuroblastoma  or  Wilms’ 
tumor  through  a retroperitoneal  approach  since 
the  periaortic  lymph  nodes,  liver  and  contrala- 
teral kidney  and  adrenal  should  be  carefully 
examined  in  all  cases. 

The  judgement  problems  arise  in  the  very 
large  tumors  or  in  patients  suspected  of  having 
distant  metastases.  Especially  if  the  child  is 
debilitated,  the  safest  course  and  the  one  most 
likely  to  give  long-term  survival  may  involve  a 
simple  biopsy  and  period  of  radiation  or 
chemotherapy  before  attempting  surgical  exci- 
sion. Hyperalimentation  can  also  help  in  build- 
ing up  a debilitative  patient  on  chemotherapy. 


Neuroblastomas  are  exceedingly  radiosensitive 
although  unfortunately  they  cannot  usually  be 
cured  by  radiation  alone.  However,  a course  of 
radiation  may  shrink  a veiy  large  tumor  to  one 
that  is  easily  resectable.  It  may  also  allow  for  a 
period  of  nutritional  supplement,  even  includ- 
ing peripheral  hyperalimentation  in  an  effort  to 
get  the  child  in  the  best  possible  metabolic  con- 
dition. Six  weeks  of  chemotherapy  may  bring 
about  an  equally  dramatic  shrinkage  of  either  a 
'neuroblastoma  or  a Wilms’  tumor.  Tliere  is  no 
evidence  that  this  approach  compromises  long- 
term survival  and  it  certainly  minimizes  the 
perioperative  morbidity  and  mortality. 

In  the  past  it  has  been  widely  recommended 
that  all  neuroblastomas  be  "debulked.”  The 
evidence  to  support  this  is  rather  meager  and 
related  to  individual  cases.  These  tumors  are 
often  exceedingly  vascular  and  the  surgeon 
should  never  undertake  a resection  designed  to 
cut  across  the  tumor,  unless  the  entire  blood 
supply  can  be  controlled.  Random  attempts  at 
debulking  the  tumor  are  likely  to  be  followed  by 
uncontrollable  hemorrhage  and  ultimate 
perioperative  death.  This  is  much  less  likely  to 
occur  if  a patient  has  had  a six  week  course  of 
radiation,  drugs,  or  a combination  of  the  two. 
The  therapy  not  only  shrinks  the  tumor,  but 
also  greatly  decreases  its  vascularity. 

Hepatic  tumors  are  unfortunately  usually  re- 
sistant to  both  drugs  and  radiation  so  that 
primary  excision  of  the  tumor  mass  is  the  only 
chance  the  child  has  for  long-term  therapy. 
Consequently,  a preoperative  course  of  drugs 
and  radiation  is  less  likely  to  be  beneficial  in 
this  tumor  than  in  any  of  the  others. 


Conclusion 

All  of  the  common  childhood  tumors  are  being 
studied  on  nation-wide  protocols.  Ail  tumors  are 
staged  by  size  and  extent  of  spread  and  also 
classified  by  histologic  criteria.  In  this  way, 
comparable  cases  can  be  treated  according  to 
different  protocols  and  the  long-term  results 
compared.  By  analyzing  the  resulting  data,  the 
best  possible  combination  of  surgery,  radiation 
and  chemotherapy  can  be  recommended  for 
each  child,  with  maximum  disease-free  survival 
and  minimal  morbidity  being  the  ultimate  goal. 
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In  the  past  ten  years,  there  has  been  a drama- 
tic increase  in  survival  of  children  with  Wilms’ 
tumor,  rhabdomyosarcoma,  and  hepatoma.®*^ 
Neuroblastoma  in  children  under  two  years  of 


age  also  has  an  improved  outlook  and  only  for 
the  older  child  with  neuroblastoma,  metastatic 
at  the  time  of  presentation,  has  the  long-term 
survival  rate  not  increased  dramatically.  • 
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Bone  and  soft  tissue  sarcomas 
in  children 


William  J.  Zwartjes,  MD,  and  Robert  E.  Eilert,  MD,  Denver,  Colorado 


Bone  and  soft  tissue  sarcomas  are  not  common  in 
childhood  but  have  a significant  impact  because  of 
their  potentially  high  mortality  rate.  Recent  advances 
in  multidisciplinary  treatment  of  these  diseases  have 
resulted  in  impressive  strides  towards  their  eventual 
cure.  Further  refinements  in  combination  drug  pro- 
tocols and  hopes  of  new  drugs  offer  further  promise 
for  patients  afflicted  with  these  malignancies.  In  ad- 
dition, attention  to  rehabilitation  and  assistance  to 
the  individual’s  emotional  needs  can  result  in  a 
higher  level  of  function  and  attainment  of  normalcy 
in  these  patients. 

Discussion 

Bone  tumors  are  the  sixth  most  common 
cause  of  malignancy  in  children  and  account  for 
approximately  5 per  cent  of  all  the  malignancies 
seen  in  children  under  fifteen  years  of  age.  The 
peak  incidences  for  both  osteosarcoma  and  Ew- 
ing’s sarcoma  are  during  the  teenage  period. 
According  to  the  Third  National  Cancer  Survey, 
bone  tumors  occur  at  the  rate  of  5.6  per  million 
white  children  per  year  and  4.8  per  million 
black  children  per  year.^’^  This  amounts  to  ap- 
proximately 325  new  cases  per  year  in  the 
United  States.  In  white  children,  approxi- 
mately 60  per  cent  of  bone  tumors  are  osteosar- 
coma and  30  per  cent  Ewing’s  sarcoma.  Ewing’s 
sarcoma,  however,  is  very  rarely  seen  in  black 
children  and  therefore  90+  per  cent  of  the  bone 
tumors  seen  in  black  children  are  osteosarcoma. 
The  rare  tumors  of  chondrosarcoma  of  the  bone 
and  fibrosarcoma  of  the  bone  account  for  ap- 
proximately 2 per  cent  each  of  the  bone  tumors 
seen  in  children.  Ewing’s  sarcoma  is  more  com- 
mon than  osteosarcoma  early  in  puberty,  be- 
ginning to  appear  around  nine  to  ten  years  of 
age  while  osteosarcoma  becomes  more  common 
after  twelve  to  thirteen  years  of  age. 


In  children  under  fifteen  years  of  age,  soft 
tissue  sarcomas  occur  at  the  rate  of  approxi- 
mately 9.4  per  million  per  year  in  the  white 
population  and  3.9  per  million  per  year  in  the 
black  population.^’"*  Thus,  both  bone  tumors  and 
soft  tissue  sarcomas  are  less  common  in  black 
children  than  they  are  in  white  children.  Rhab- 
domyosarcoma, the  most  common  soft  tissue 
sarcoma  in  children,  accounts  for  about  53  per 
cent  of  these  tumors  and  is  the  seventh  most 
common  malignancy  seen  in  children.  It  occurs 
at  the  rate  of  approximately  4.2  cases  per  mil- 
lion white  children  per  year  and  1.3  per  million 
black  children  per  year.^  This  amounts  to  ap- 
proximately 240  new  cases  per  year  in  the 
United  States.  This  tumor  occurs  at  two  age 
peaks,  the  embryonal  form  between  0-4  years 
and  the  alveolar  form  between  15-19  years.  All 
three  of  these  diseases  (rhabdomyosarcoma,  os- 
teosarcoma, Ewing’s  sarcoma)  are  more  com- 
mon in  males  than  in  females,  however,  the 
greatest  discrepancy  occurs  in  rhabdomyosar- 
coma where  it  is  approximately  I-V2  times  more 
common  in  males  than  females.'^  The  highest 
risk  for  malignancy  of  the  extremities  is  the 
white  male  teenager,  followed  statistically  by 
the  while  female  and  lastly  the  black  child. 

Table  I shows  the  distribution  of  cancer  types 
seen  in  children  in  the  Rocky  Mountain  area  for 
a three  year  period.  This  data  indicates  that  the 
occurrence  of  disease  in  this  geographic  area  is 
similar  to  that  seen  nationally. 

Diagnosis 

In  recent  years  as  the  treatment  has  become 
more  successful,  it  has  been  increasingly  impor- 
tant to  make  an  early  diagnosis  in  extremity 
malignancy.  This  is  particularly  true  in  solid 
tumors,  because  survival  and  cure  rates  rapidly 
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TABLE  I 

Cancer  incidence  in  children  in  the 
Rocky  Mountain  area 


Leukemia 

29.1 

9' 

'0 

Lymphoma 

1 1.2 

CNS 

20.5 

% 

Ki dney 

5.3 

% 

Bone 

6.0 

Connective  tissue 

3.0 

Other 

24.9 

become  poorer  with  disseminated  or  metastatic 
disease.  Because  of  the  rarity  of  these  lesions, 
the  individual  physician’s  suspicion  has  tradi- 
tionally been  low,  contributing  to  the  fact  that 
the  average  time  to  diagnosis  has  ranged  from  4 
to  6 months  from  onset  of  symptoms.  With  ex- 
tremity malignancies  this  becomes  a special 
problem  since  trauma  is  the  most  common  cause 
of  pain  and  swelling  in  an  extremity.  Thus 
many  children  will  have  lesions  diagnosed  as 
injuries  which  delays  effective  treatment  in  the 
early  stages  of  the  malignancy.  Any  injury  that 
does  not  heal  according  to  the  usual  pattern 
should  be  suspect  as  a malignancy.  A patient 
with  protracted  or  unusually  severe  pain  in  an 
extremity  should  always  have  the  benefit  of 
radiologic  examination.  In  nearly  all  cases, 
x-ray  changes  are  present  if  pain  is  due  to 
malignancy  of  the  bone.  If  malignancy  is  sus- 
pected evaluation  should  proceed  without  delay 
and  should  not  be  put  off  with  hopes  that  the 
condition  will  "improve  with  time”. 

While  the  majority  of  osteosarcoma  and  Ew- 
ing’s sarcoma  lesions  occur  in  extremities,  they 
also  can  originate  in  the  axial  skeleton.^  ® Thus 
a mass,  pain,  or  swelling  in  any  of  these  regions 
is  reason  to  suspect  a malignant  process  if 
otherwise  unexplained.  Rhabdomyosarcoma, 
likewise,  occurs  very  frequently  in  areas  out- 
side of  the  extremities.  In  fact  only  23  per  cent  of 
the  lesions  of  rhabdomyosarcoma  occur  in  ex- 
tremities while  the  majority  occur  in  the  head 
and  neck  or  trunk. While  bone  tumors  are  more 
commonly  misdiagnosed  early  as  trauma, 
rhabdomyosarcoma  is  frequently  confused  with 
benign  lesions  such  as  granuloma  or  with  other 
malignant  tumors. 

In  all  suspected  solid  tumors  in  children,  the 
biopsy  should  be  processed  and  evaluated  by  a 


pathologist  experienced  in  childhood  tumors. 
The  pathologist  should  likewise  be  involved  in 
planning  prior  to  the  time  of  the  biopsy.  Sam- 
ples should  be  preserved  not  only  for  routine 
studies  but  also  for  electron-microscopic  ultra- 
studies which  are  of  use  in  differentiating  his- 
tologically similar  tumors  such  as  Ewing’s  sar- 
coma and  neuroblastoma.  The  surgeon  can 
facilitate  a quick  and  accurate  diagnosis  by  con- 
sulting with  the  pathologist  prior  to  the  time  of 
the  biopsy  to  advise  the  pathologist  of  the  clini- 
cal situation  and  obtain  suggestions  for  the 
amount  and  type  of  tissue  to  be  obtained.  Not 
ipfrequently,  the  tissue  will  need  to  be  sent  to 
. consultants  for  confirmation  of  the  tumor  type 
and  in  those  cases  it  is  extremely  beneficial  that 
representative  tissues  be  properly  fixed  and 
preserved  prior  to  submission  for  the  consulta- 
tive opinion. 

Differential  Diagnosis 

As  previously  mentioned,  trauma  is  the  most 
important  consideration  in  differential  diag- 
nosis. Usually,  malignant  lesions  can  be  fairly 
easily  differentiated  from  fractures  on 
roentgenograms.  Occasionally,  however,  exub- 
erant callus  formation  may  present  a confusing 
picture.  In  such  situations,  one  should  be  alert 
to  destructive/lytic  changes  which  suggest 
malignant  disease.  While  there  is  frequently  an 
association  between  a history  of  trauma  and 
bone  tumors,  there  is  no  evidence  that  trauma 
predisposes  to  the  development  of  malignancy. 
Rather  it  is  felt  that  the  trauma  simply  calls 
attention  to  the  pre-existing  malignancy. 

In  patients  with  bone  pain  and  roentgeno- 
graphic  changes  in  the  bone,  osteomyelitis  must 
also  be  considered.  Fever,  granulocytosis,  and 
aciite  onset  suggest  infection  but  may  not  al- 
ways be  present.  These  signs  can  also  be  seen  in 
bone  tumors,  especially  Ewing’s  sarcoma.  Often 
only  a biopsy  can  differentiate  between  the  two 
and  an  experienced  pathologist  is  needed  since 
small  cell  malignancies  and  infection  may  ap- 
pear similar.  Lesions  in  the  bone  are  more  fre- 
quently benign  than  malignant  and  aneurys- 
mal bone  cysts,  fibrous  dysplasia,  osteoma,  and 
simple  bone  cysts  must  be  separated  from  the 
more  destructive  malignant  lesions.  Disruption 
of  the  cortex  and/or  periosteum,  subperiosteal 
osteoid  production,  destructive/lytic  changes,  ill 
defined  tumor  margins,  and  soft  tissue  exten- 
sion are  most  suggestive  of  a malignant  process. 
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TABLE  II 


EVALUATION  OF  SOFT  TISSOT  OR  BONE  LESIONS 

Suspect  Malignancy 


History  and  Physical  Exam 


■ Systemic  signs 
{weight  loss^  hepatospleno- 
aegaly,  etc.) 


Local  x-ray  exam 


-—►Soft  tissue  mass,  destructive 
changes,  etc. 


Chest  x-rays  — — — — — — - — . 

(chest  CAT  scan  or 
tomograms,  if  malig- 
nancy suspected) 

I 

UA,  CBC,  PC,  Serum  chemistries 


■—►Metastatic  lesions  or  media- 
stinal mass 


' Blast  forms  in  leukemia 


Bone  scan  or  gallium  scan 

Ultrasound  (non-extremity  soft  tissue  mass) 

CAT  scan  of  primary  soft  tissue  mass 
Lymphangiogram  (suspected  lymphoma,  G.U.  Rhabdo.) 
24  hour  urine  collection  for  VMA,  catecholamines 
(Neuroblastoma) 

Arteriogram  (if  useful  in  planning  resection) 
Biopsy  only,  if  initial  chemotherapy  preferable 


Total  resection  initial/or  delayed  until  after 
chemotherapy  in  extensive  or  metastatic  lesions 


Confusion  can  occur  where  benign  lesions  are 
atypical  or  where  they  are  undergoing  malig- 
nant change,  but  the  latter  is  very  rare  in  child- 
ren unless  a benign  lesion  has  received  exces- 
sive doses  of  irradiation  during  childhood  and 


then  undergoes  malignant  degeneration  during 
the  teenage  years. 

Other  malignant  tumors  must  be  kept  in  the 
differential  diagnosis  of  bone  lesions,  particu- 
larly in  young  children.  Neuroblastoma  and 
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TABLE  III 

RHABDOMYOSARCOM’'  KT.iGING 
(Intergroup  Rhabdomyosarcoma  Study) 

GROUP  I Localized  Disease  Completely  Resected 

A.  Confined  to  muscle  or  organ  of  origin. 

B.  With  contiguous  involvement. 

GROUP  II  A.  Grossly  resected  tumor  with  microscopic 
residual . 

B.  Regional  disease  completely  resected. 

C.  Regional  disease  grossly  resected  with 
microscopic  residual. 

GROUP  III  Incomplete  Resection  With  Gross  Residual 

Disease 

GROUP  IV  Metastatic  Disease  Present  at  Onset 

acute  lymphocytic  leukemia  can  often  cause  de- 
structive bone  lesions  as  can  histioc)d;osis, 
either  in  disseminated  form  or  as  eosinophilic 
granuloma.  A history  and  physical  examina- 
tion, hematologic  studies,  bone  marrow  aspira- 
tion and  biopsy  and  radiologic  examination  of 
the  chest  can  often  eliminate  these  possibilities 
and  should  be  performed  in  young  children  prior 
to  biopsy  of  the  bone  lesion.  As  previously  men- 
tioned, chondrosarcoma  and  fibrosarcoma  of  the 
bone®  are  extremely  rare  in  children  and  of  little 
practical  clinical  significance.  Primary  lym- 
phoma of  the  bone  previously  called  reticulum 
cell  sarcoma  does  occur  and  may  have  a bone 
marrow  component.  Adenopathy  or  a soft  tissue 
mass  distant  from  the  bone  lesion  may  also  be 
present  and  should  suggest  the  diagnosis  of 
lymphoma.  In  such  cases,  a complete  evaluation 
for  lymphoma  including  bone  marrow  examina- 
tion should  be  undertaken.  Often  an  enlarged 
lymph  node  is  easier  to  biopsy  than  the  bone, 
obtaining  diagnostic  tissue  with  less  effort.  In 
all  cases  one  must  remember  to  perform  those 
procedures  (i.e.  careful  abdominal  examination 
for  hepatosplenomegaly)  which  could  help  to 
elicit  the  diagnosis  without  the  necessity  for  an 
operative  bone  biopsy. 

Other  malignant  tumors  must  be  considered 
in  the  differential  diagnosis  of  rhabdomyosar- 
coma in  children.  These  include  lymphoma, 
neuroblastoma,  Wilms’  tumor,  fibrosarcoma, 
synovial  cell  sarcoma,  malignant  schwannoma, 
undifferentiated  soft  tissue  sarcoma, 
specialized  tumor  sarcomas  (liposarcoma, 
hemangiosarcoma,  etc.),  teratomas,  gonadal 
tumors,  nasopharyngeal  carcinoma,  central 


nervous  system  tumors  and  hepatic  tumors.  The 
differential  will  vary  of  course  depending  on  the 
location  of  the  presenting  mass  or  other  abnor- 
mality. Likewise,  the  presenting  symptoms  of 
rhabdomyosarcoma  are  related  to  the  organ  in- 
volved. Seven  per  cent  of  these  tumors  occur  in 
the  orbital  area  and  most  frequently  present  as 
proptosis  or  paralysis  of  gaze.  The  incidence  of 
occurrence  in  other  areas  include  extraorbital 
head  and  neck  29  per  cent,  GU 18  per  cent,  other 
.intra-abdominal  11  per  cent  and  trunk  8 per 
cent.’^  Tumors  in  the  head  and  neck  can  present 
as  masses  that  displace  normal  structures  such 
as  the  pharynx,  larynx  or  esophagus.  Other  pre- 
senting symptoms  depending  on  the  site  of  ori- 
gin can  include  urinary  retention,  scrotal  en- 
largement, low  intestinal  obstruction,  polypoid 
vaginal  or  bladder  mass,  external  auditory 
canal  mass  or  an  extremity  soft  tissue  mass. 
Most  recently  the  propensity  of  head  and  neck 
rhabdomyosarcomas  to  involve  the  CNS  has 
been  re-emphasized  and  thus  neurological 
symptoms  can  also  herald  the  presentation  of 
such  a lesion.®  Other  soft  tissue  masses  of 
infectious,  congenital,  and  traumatic  origins,  as 
well  as  benign  tumors  such  as  lipoma  and  fib- 
roma also  need  to  be  excluded. 

Evaluation  and  Staging 

The  definitive  diagnostic  procedure  for  pri- 
mary bone  tumors  is  biopsy  of  the  lesion.  How- 
ever, proper  preoperative  work-up  is  essential 
to  eliminate  other  diagnoses,  determine  extent 
of  the  disease,  and  collect  sufficient  data  for 
proper  management  of  the  tumor.  ITiis  initial 
approach  requires  close  cooperation  between 
the  oncologist,  surgeon,  radiologist  and 
pathologist.  The  amount  of  preoperative 
work-up  before  excision  of  a tumor  will  depend 
on  the  size  and  location  of  the  tumor  as  well  as 
whether  or  not  a malignancy  is  suspected  ( Table 
II).  A small  firm  mass  easily  accessible  in  the 
soft  tissue  can  be  appropriately  excised  after 
minimal  work-up,  whereas  a large  probably 
malignant  abdominal  mass  or  a destructive 
bone  lesion  deserves  a more  extensive  work-up 
prior  to  surgery.  A comprehensive  history  and 
physical  examination,  radiologic  examination 
of  the  primary  lesion  and  the  chest,  urinalysis, 
serum  chemistries  (BUN,  creatinine,  bilirubin, 
SGGT,  alk  phos,  LDH,  CPK),  and  hematologic 
examinations  (CBC,  platelet  count)  should  be 
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done  in  all  cases.  Computerized  axial  tomog- 
raphy (CAT)  scans  or  tomograms  are  more  sen- 
sitive than  plain  films  for  detecting  pulmonary 
metastases.  In  addition,  Technetium  99  bone 
scanning  can  be  very  valuable  in  evaluating  the 
extent  of  local  bone  disease  and  existance  of 
metastases  and  can  detect  smaller  or  earlier 
metastases  than  a skeletal  survey.  Gallium  is 
also  taken  up  well  in  Ewing’s  sarcoma  and  can 
likewise  be  useful  in  rhabdomyosarcoma.  One 
must  remember  that  scan  studies  are  very  im- 
portant in  following  the  response  of  tumors  to 
chemotherapy  and  thus  should  be  obtained  as  a 
baseline  prior  to  surgery,  particularly  in  lesions 
deemed  completely  resectable.  The  value  of 
preoperative  bone  marrow  aspirate  and  biopsy 
in  making  a definitive  diagnosis  has  already 
been  emphasized  and  it  is  also  valuable  for  de- 
tection of  metastatic  disease  in  soft  tissue  sar- 
comas. Additional  studies  such  as  CAT  scan, 
and  lymphangiogram  may  be  indicated  prior  to 
surgery  depending  on  the  location  of  the  tumor 
and  the  planned  surgical  approach. 

While  an  operation  is  necessary  to  obtain  tis- 
sue for  diagnosis,  the  approach  as  to  extent, 
time,  and  type  of  surgery  has  been  altered  by 
the  introduction  of  effective  chemotherapy.  In 
bone  tumors,  the  maximal  size  of  the  biopsy  was 
once  considered  of  no  importance  since  it  was 
anticipated  that  the  limb  would  be  amputated. 
Currently  amputation  is  often  unnecessary, 
especially  in  Ewing’s  sarcoma.  Thus,  the  biopsy 
should  be  large  enough  to  provide  adequate  tis- 
sue but  not  so  extensive  as  to  weaken  the  bone 
and  predispose  to  fracture.  Planning  for  timing 
of  operation  should  be  coordinated  between  the 
oncologist  and  the  surgeon  to  facilitate  the 
overall  treatment  plan  (i.e.  preoperative 
chemotherapy  to  control  disease  prior  to  en  bloc 
resection). 

Rhabdomyosarcoma 

This  malignancy  like  Ewing’s  sarcoma  is 
more  responsive  to  both  radiotherapy  and 
chemotherapy  than  osteosarcoma.  In  most 
cases,  however,  cure  rates  prior  to  the  use  of 
chemotherapy  were  in  the  range  of  10-30  per 
cent  at  five  years.  Agents  such  as  actinomy- 
cin-D,  vincristine,  cyclophosphamide  and  ad- 
riamycin  proved  effective  in  causing  regression 
of  rhabdomyosarcoma,  both  alone  and  in  com- 
bination. In  1973,  Holton  et  al.^  reported  a 
series  of  patients  treated  at  Children’s  Hospital 


in  Denver  using  a protocol  containing  vincris- 
tine, actiomycin-D  and  cyclophosphamide.  Re- 
sults showed  no  evidence  of  disease  in  four  of 
four  patients  with  no  gross  or  microscopic  re- 
sidual disease  after  surgery,  six  of  nine  patients 
with  gross  residual  local  disease,  and  two  of  six 
with  metastatic  disease  at  the  time  of  diagnosis. 
These  figures  have  held  up  at  five  years  and 
reflect  the  current  national  survival  figures  for 
this  disease.  Primary  resection  is  used  for 
localized  tumors  and  irradiation  for  more  ex- 
tensive disease.  As  previously  mentioned,  in 
selected  cases,  large  tumors  are  first  reduced 
with  chemotherapy  and  then  later  resected, 
prior  to  irradiation. 

In  rhabdomyosarcoma,  as  opposed  to  bone 
tumors,  staging  of  the  extent  of  disease  is  of 
greater  value  in  treatment  planning  and  de- 
termination of  prognosis.  The  current  staging 
procedure  utilized  by  the  Intergroup  Rhab- 
domyosarcoma Study  is  shown  in  Table  III.'^  The 
staging  is  based  on  surgical  resectability  of  the 
tumor  and  thus  is  influenced  by  the  aggressive- 
ness of  the  surgeon.  As  previously  mentioned, 
large  tumors  once  removed  with  significant 
morbidity  are  now  often  reduced  in  size  with 
chemotherapy  prior  to  resection.  If  one  allows 
flexibility  for  this  approach,  and  bases  staging 
on  the  delayed  complete  removal  rather  than  on 
initial  biopsy,  then  the  staging  system  reflects 
accurately  the  prognosis  based  on  extent  of  dis- 
ease. 

Most  current  protocols  utilize  the  previously 
mentioned  drugs  and  in  addition  adriamycin  is 
being  used  in  stage  IV  disease.  In  1972,  the 
Intergroup  Rhabdomyosarcoma  Study  was  in- 
itiated to  evaluate  a number  of  treatment  pro- 
tocols and  answer  questions  regarding  extent  of 
therapy  necessary  for  each  stage  of  disease. 
Data  from  that  study  show  disease  free  survival 
rates  of  92  per  cent  in  stage  I disease,  85  per  cent 
in  stage  II  disease,  69  per  cent  in  stage  III  dis- 
ease and  29  per  cent  in  stage  IV. ^ Some  interest- 
ing observations  and  important  information  on 
treatment  have  come  from  this  study.  In  stage  I 
disease  there  has  been  no  value  to  adding  radia- 
tion following  complete  resection  of  disease, 
providing  patients  receive  chemotherapy.  In 
stage  IV  disease,  complete  regression  occurred 
in  more  than  50  per  cent  of  the  patients  in  both 
study  groups  and  to  date  adriamycin  has  not 
added  to  the  efficacy  of  the  three  drug  protocol. 
For  the  total  series,  79  per  cent  of  the  patients 
are  still  alive  and  72  per  cent  are  free  of  disease. 


50A 


Rocky  Mountain  Medical  Journal 


An  important  observation  of  the  Intergroup 
Rhabdomyosarcoma  Study  is  the  high  incidence 
of  meningeal  involvement  in  patients  with  head 
and  neck  tumors.^  Thirty- five  per  cent  (20/75)  of 
patients  with  para-meningeal  primaries  de- 
veloped CNS  involvement  by  direct  meningeal 
extension  and  90  per  cent  of  those  affected  died 
of  the  complication.  As  a result,  the  group  has 
made  recommendations  for  extended  irradia- 
tion fields  and  more  aggressive  therapy  in  these 
patients.  Another  concerning  observation  is  the 
high  incidence  (17  per  cent)  of  lymph  node 
metastases  in  extremity  lesions  and  the  sub- 
sequent high  failure  rate  in  this  group  of  pa- 
tients.Because  of  this,  lymph  node  biopsy  and 
inclusion  of  nodes  in  the  radiotherapy  port  seem 
to  be  indicated  for  extremity  lesions. 

Thus  in  rhabdomyosarcoma,  as  in  Ewing’s 
sarcoma,  the  optimal  treatment  regimen  has 
not  yet  been  devised  but  significant  improve- 
ments in  survival  and  cure  have  occurred. 
These  figures  showing  much  better  results  in 
the  localized  early  stage  patients  point  out  once 
again  the  need  for  early  diagnosis  and  therapy. 

Therapeutic  Side  Effects 

One  should  remember  that  the  aforemen- 
tioned gains  are  not  accomplished  without  a 
price.  The  crippling  effects  of  amputation  and 
cancer  surgery,  the  tissue  destructive  effects  of 
radiation,  and  the  systemic  effects  of 
chemotherapy  all  leave  their  mark  on  the  pa- 
tient. Depending  on  the  site  of  the  tumor,  these 
effects  can  influence  growth  and  development 
in  the  child  and  create  significant  complications 
if  not  anticipated  and  treated  aggressively 
when  they  arise.  In  most  cases  the  children  can 
remain  extremely  functional  but  it  is  essential 
that  they  be  managed  throughout  their  course 
in  a way  which  will  allow  them  to  reach  their 


maximal  potential.  Through  support  by  an  ex- 
perienced staff,  the  children  can  maintain  their 
usual  physical  activities,  attend  school  and  es- 
sentially participate  in  most  normal  activities. 
Continued  follow  up  at  a multidisciplinary 
cancer  center  allows  for  adequate  treatment  of 
problems  in  the  individual  child  and  study  of 
potential  problems  such  as  infertility  secondary 
to  drugs,  secondary  tumors  due  to  high  dose  ir- 
radiation, and  growth  retardation.  We  cannot 
consider  a child  cured  of  his  primary  disease 
until  we  have  helped  him  adjust  to  and  cope 
with  the  side  effects  of  both  that  disease  and  its 
treatment. 

Conclusion 

" Bone  and  soft  tissue  sarcomas  account  for  a 

relatively  small  per  cent  of  the  neoplasmas  seen 
in  children  but  are  of  disproportionate  signifi- 
cance because  of  their  high  degree  of  malig- 
nancy. Osteosarcoma  and  Ewing’s  sarcoma  ac- 
count for  the  largest  portion  of  bone  tumors  in 
children  with  fibrosarcoma  and  chondrosar- 
coma being  quite  rare.  In  the  soft  tissues,  rhab- 
domyosarcoma is  the  most  commonly  encoun- 
tered malignant  tumor  with  undifferentiated 
soft  tissue  sarcoma,  synovial  sarcoma,  and  soft 
tissue  fibrosarcoma  being  uncommonly  seen.^ 
This  review  has  thus  concentrated  on  the  three 
most  commonly  encountered  tumors.  Conven- 
tial  therapy  using  surgery  and/or  radiotherapy 
for  these  tumors  resulted  in  poor  long-term  sur- 
vival and  cure  rates,  averaging  only  15  to  25  per 
cent.^  ® The  addition  of  chemotherapy  has  im- 
proved the  survival  and  potential  cure  rates.  In 
a large  degree,  these  advances  are  due  to  the 
development  of  new  drugs  or  combinations  of 
drugs  which  have  proved  effective  in  shrinking 
bulk  tumors  and  eliminating  micrometas- 
tases.# 
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ATIAS  OF  EMERGENCY  MEDICINE  by  Peter 
Rosen,  MD  and  George  L.  Stembach,  MD.  Balti- 
more, Maryland,  Williams  and  Wilkins,  $17.95. 

This  concise  small  atlas  provides  the  physician 
with  a valuable  on-the-spot  review  of  basic  proce- 
dures performed  in  the  Emergency  Department.  It 
covers  those  procedures  done  on  a routine  basis  as 
well  as  procedures  performed  only  rarely  even  in  the 
busiest  Emergency  Department.  Its  clarity  lends  to 
easy  and  quick  comprehension,  and  enhances  its  use 
while  working  under  the  pressure  of  an  emergency 
situation. 

Major  emphasis  is  placed  on  airway  management, 
cardiopulmonary  resuscitation,  procedures  involving 
the  thorax  and  the  cardiovascular  system,  and  proce- 
dures involving  the  abdomen.  The  atlas  covers  major 
procedures  such  as  open  chest  cardiac  massage  and 
aortic  cross-clamping;  at  the  same  time  it  does  not 
abandon  its  users  for  the  less  dramatic  but  critically 
needed  procedures  ranging  from  fish  hook  removal  to 
the  excision  of  the  thrombosed  external -hemorrhoid. 

Unlike  many  of  the  run  of  the  mill  procedure  man- 
uals, the  atlas  gives  further  depth  by  detailing  com- 
mon errors  and  complications  for  each  procedure. 
Thus  the  user  is  provided  not  only  with  "how  to” 
information,  but  also  with  the  decision-making  in- 
formation needed  for  good  judgement  in  performing 
procedures. 


The  one  glaring  fault  of  the  atlas  lies  in  the  fact 
that  illustrations  are  not  always  on  the  same  or  fac- 
ing page.  Nevertheless  the  illustrations  are  so  clear 
and  well  done  that  this  does  not  greatly  hamper  the 
reader. 

Another  major  use  of  the  atlas  emerges  in  its  use  as 
a teaching  guide  for  students  and  house  officers  as 
well  as  Emergency  Department  staffs.  It  provides 
clear  and  valuable  background  information  for  any 
student  about  to  undertake  a procedure  for  the  first 
time. 

There  can  clearly  be  no  substitution  for  experience. 
This  manual  comes  close,  however,  to  replacing  the 
need  for  "see  one,  do  one,  teach  one.”  No  Emergency 
Department  is  quite  complete  without  this  atlas. 

Ellen  Taliaferro,  MD 
Denver,  Colorado 


EGG  Arrhythmia  Interpretation;  a programmed 
text  for  health  personnel  by  Harold  Braun,  M.D.  and 
Gerald  Diettert,  M.D.  Reston  Publishing  Company, 
Inc.  Virginia,  1979.  312  pages,  price  not  given. 

Teaching  electrocardiography  by  the  pattern 
method  has  much  to  recommend  it.  The  authors  of 
this  text  carry  the  process  a step  further.  They  pre- 
sent, grouped  in  a familiar  arrangement,  ail  of  the 
major  arrhythmias.  The  reader  is  shown  examples  of 
typical  rhythm  disturbances,  asked  to  identify  a 
series  of  similar  "unknowns”  and  finally  quizzed  on 
key  descriptive  features  of  each  rhythm. 

All  of  this  is  done  in  a clear,  highly  readable  style. 
Wisely,  the  authors  avoid  forays  into  complex  elec- 
trophysiology.  Instead  they  make  their  points  by  a 
display  of  clear,  well-labelled  diagrams  and  rhythm 
strips.  The  ladder  diagram  is  depicted  correctly  as 
another  useful  tool  in  dealing  with  complex  rhythms. 

The  authors  have  succeeded  in  developing  a useful 
primer  on  arrhythmias.  For  health  personnel  getting 
acquainted  wilii  this  field,  the  book  is  especially  rec- 
ommended. 

Dr.  Diettert  has  long  served  the  Rocky  Mountain 
Medical  Journal  as  Scientific  Editor  for  Montana. 

Philip  S.  Wolf,  MD 
Denver,  Colorado 


OUR  COVER 

Balloons  like  great  hopes  go  up  in  the  air  in 
the  annual  flight  held  near  Albuquerque,  New 
Mexico.  Dan  Reust  of  the  Colorado  Foundation 
for  Medical  Care  was  there  for  the  1978  lofting 
when  this  was  taken. 
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SKELETAL  MUSCLE  RELAXANT 


Before  prescribing,  please  consult  complete  product  information,  a 
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comitants of  emotional  factors;  psychoneurotic  states  manifested  by  tension, 
anxiety,  apprehension,  fatigue,  depressive  symptoms  or  agitation;  symp- 
tomatic relief  of  acute  agitation,  tremor,  delirium  tremens  and  hallucinosis 
due  to  acute  alcohol  withdrawal;  adjunctively  in  skeletal  muscle  spasm  due 
to  reflex  spasm  to  local  pathology;  spasticity  caused  by  upper  motor  neuron 
disorders,  athetosis;  stiff-man  syndrome;  convulsive  disorders  (not  for  sole 
therapy). 

The  effectiveness  of  Valium  (diazepam/Roche)  in  long-term  use,  that  is,  more 
than  4 months,  has  not  been  assessed  by  systematic  clinical  studies.  The 
physician  should  periodically  reassess  the  usefulness  of  the  drug  for  the 
individual  patient 

Contraindicated:  Known  hypersensitivity  to  the  drug.  Children  under  6 
months  of  age.  Acute  narrow  angle  glaucoma;  may  be  used  In  patients  with 
open  angle  glaucoma  who  are  receiving  appropriate  therapy. 

Warnings:  Not  of  value  in  psychotic  patieritsi  Caution  against  hazardous 
occupations  requiring  complete  mental  alertness.  When  us$d  adjunctively  in 
convulsive  disorders,  possibility  of  increase  in  frequericy  and/or  severity  of 
grand  mal  seizures  may  require' increased  dosage  of  standard  anticon- 
vulsant medication;  abrupt  withdrawal  may  be  associated  with  temporary 
increase  in  frequency  and  or  severity  of  seizures.  Advise  against  simulta- 
neous ingestion  of  alcohol  and  other  CN6  depressants.  Withdrawal  symp- 
toms (similar  to  those  with  barbiturates  and  alcohol)  have  occurred  following 
abrupt  discontinuance  (convulsions,  tremor,  abdominal  and  muscle  cramps, 
vomiting  and  sweating)  Keep  addiction-prone  individuals  under  careful  sur- 
veillance because  of  their  predisposition  to  habituation  and  dependence.  ^ 
Usage  in  Pregnancy:  Use  of  minor  tranquiiizers  during  first  trimester 
shouid  aimost  always  be  avoided  because  of  increased  risk  of  con- 
genital malformations  as  suggested  in  several  studies.  Consider 
possibility  of  pregnancy  when  instituting  therapy;  advise  patients  to 
discuss  therapy  if  they  intend  to  or  do  become  pregnant. 

Precautions:  If  combined  with  other  psychotropics  or  anticonvulsants,  con- 
sider carefully  pharmacology  of  agents  employed;  drugs  such  as  phenothi- 
azines,  narcotics,  barbiturates,  MAO  inhibitors  and  other  antidepressants 


may  potentiate  its  action  Usual 
precautions  Indicated  in  patients  se- 
verely depressed,  or  with  latent  de- 
pression, or  with  suicidal  tendencies 
Observe  usual  precautions  in  impaired 
renal  or  hepatic  function.  Limit  dosage  to 
smallest  effective  amount  in  elderly  and 
debilitated  to  preclude  ataxia  or 
oversedation. 

Side  Effects:  Drowsiness,  confusion,  diplopia, 
hypotension,  changes  in  libido,  nausea,  fatigue, 
depression,  dysarthria,  jaundice,  skin  rash,  ataxia, 
constipation,  headache,  incontinence,  changes  in 
salivation,  slurred  speech,  tremor,  vertigo,  urinary  reten- 
tion, blurred  vision  Paradoxical  reactions  such  as  acute 
hyperexcited  states,  anxiety,  hallucinations,  increased 
muscle  spasticity,  insomnia,  rage,  sleep  disturbances,  stimu- 
lation have  been  reported;  should  these  occur,  discontinue  drug. 

Isolated  reports  of  nedtropenia,  jaundice;  periodic  blood  counts  and  liver 
function  tests  advisable  during  long-term  therapy. 

Dosage:  Individualize  for  maximum  beneficial  effect.  Adults:  Tension,  anx- 
iety and  psychoneurotic  states.  2 to  10  mg  b.i.d.  to  q.i.d.;  alcoholism, 

10  mg  t.i.d.  or  q.i.d.  in  first  24  hours,  then  5 mg  t.i.d.  or  q.i.d,  as  needed; 
adjunctively  in  skeletal  muscle  spasm,  2 to  10  mg  t.i.d.  or  q.i.d.;  adjunc- 
tively in  convulsive  disorders,  2 to  10  mg  b i d,  to  q.i.d.  Geriatric  or  debili- 
tated patients:  2 to  2^2  mg,  1 or  2 times  daily  initially,  increasing  as  needed 
and  tolerated.  (See  Pirecautions.)  Children:  1 to  2V2  mg  t.i.d,  or  q.i.d. 
initially,  increasing  as  needed  and  tolerated  (not  for  use  under  6 months). 
Supplied:  Valium*  (diazepam/Roche)  Tablets.  2 mg,  5 mg  and  10  mg — 
bottles  of  100  and  500;  Tel-E-Dose®  packages  of  100,  available  in  trays  of 
4 reverse-numbered  boxes  of  25,  and  in  boxes  containing  10  strips  of  10; 
Prescription  Paks  of  50,  available  singly  and  in  trays  of  10, 

/ X Roche  Laboratories 

< ROCHE  > Division  of  Hoffmann-La  Roche  Inc. 

\ / Nutley.  New  Jersey  071 10 


Wellcome 


Burroughs  Wellcome  Co. 

Research  Triangle  Park 
North  Carolina  27709 


«£  Olo»-M22-i| 
“"Vwi.M  HiiiCti 

^oame^i 


^'^tochioridt  • 

)0«9. 


brand  of 


How  Supplied;  • «• 

Pale  green  100  mg.  tablets 
bottles  of  100  and  Single  Unit  Packages  of  100 
(intended  for  institutional  use  only). 
Injection,  300  mg./ 2 ml., 
in  single-dose  vials 
and  in  8 ml.  itiultiple-dose  vials, 
both  in  packages  of  10. 
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This  Bool^  is  due  on  the  last  date  stamped 
below.  No  further  preliminary  notice  will  be 
sent.  Requests  for  renewals  must  be  made  on 
or  before  the  date  of  expiration. 


each  week  or  fraction  of  a week  the  book  is 
retained  without  the  Library’s  authorization. 
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